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THE COURSE OF THE DEATH RATE FROM PEPTIC ULCER IN 
GREAT BRITAIN, 1912--38 


Sir HENRY TIDY, D.M., F.R.C.P. 
Consulting Physician to St. Thomas’s Hospital 


This communication is a study of the trends of the crude 
death rates during the period 1912-38 for peptic ulcer and 
for gastric and duodenal ulcer separately, in males and 
females, for England and Wales, London (Administrative 
County), Rural Districts of England and Wales, and for 
Scotland. There are indications that striking changes have 
taken place during the last 20 years of the period. The 
data are from the Annual Reviews of the Registrar- 
Generals for England and Wales and for Scotland and 
the Annual Reports of the London County Council. With 
regard to age, the number of deaths has been taken sepa- 
rately for the age groups 20-39 years and for 40 years and 
over, and the death rates calculated per million living in 
the age group and sex group and area concerned in the 
various years. The death rates have also been calculated 
for the total of the age groups over 20 years. 


Deaths from gastric ulcer were first recorded separately for 
England and Wales in 1901. For duodenal ulcer, deaths were 
first recorded separately for England and Wales in 1911, and 
for London, Rural Districts of England, and Scotland in 1921; 
deaths had previously been included in a mixed group of 
diseases of the stomach or intestines, but had not been 
classified with ulcer of the stomach. 

The Registrar-General’s Return of Deaths for England and 
Wales also gives statistics for Urban Districts and County 
Boréughs. Both may be regarded as mixed urban and rural 
populations scattered over the country. A test of a few death 
rates indicates that these do not greatly differ from each other 
or from the rates for England and Wales as a whole, and 
they will not be further referred to. London’s is a purely 
urban population, and that of Rural Districts of England and 
Wales is the nearest approach available to a rural population. 

The statistics for peptic ulcer for London and for the Rural 
Districts have been recorded on three different systems between 
1912 and 1957. From 1912 to 1920 gastric ulcer alone is 
recorded. From 1921 to 1930 there are records for both 
gastric and duodenal ulcer. From 1931 the only return is for 
peptic ulccr. Thus there is no consecutive series from 1912 
to 1937. For Scowland, as for England and Wales, there are 
records for both gastric and duodenal ulcer since 1921. 

For England and Wales and the various areas full returns 
are not yet available for 1938. From 1915 to 1918 the return 
of deaths is for civilians only, nor is the age distribution of. 
the population generally available. Consequently this period 
Is Omitted {from consideration. 

The rumber of deaths annually in certain groups is too 
small to permit of more than certain general deductions. In 


the group of duodenal ulcer in females between 20 and 
39 years the deaths do not exceed 10 in any one year for 
Scotland, London, and Rural Districts, and the death rate 
for England does not exceed 5 per million. There is no 
evidence of an increase in any area. The mean of the death 
rates for the period 1921-30 and for 1931-7 is 5 in each 
instance for Scotland and 3 for England. 

Tables I-III record the crude death rates per million living 
for England and Wales, London (Administrative County), 
Rural Districts of England and Wales, and for Scotland, for 


TaB_e I.—Peptic Ulcer. Crude Death Rates per Million Living. 
From the Registrar-General’s Returns 





























Popula- Males Females 
tion ° o - 
over Over ver ver | Over 
20 yrs. | 20 yrs. | 20-39 | 49 yrs. | 20 yrs. 20-39 | 49 yrs. 
England : | 
92... 107 129 70 197 87 67 110 
‘Sor... 100 143 70 210 64 32 95 
1931 .. 155 252 83 407 70 17 115 
1937... 159 260 74 423 69 10 113 
London: 
1921 .. 117 177 84 . 257 65 24 108 
1930 .. 211 354 130 558 92 37 155 
1937 2. 208 353 84 606 87 10 150 
Rural 
Districts : . 
1921... 92 | 115 46 Wai 34 103 
1930 .. | 133 | 207 81 308. 61 15 96 
1937 .... | 137 | 283 51 336 64 18 97 
Scotland : | | 
193t .. | 134 | 185 85 303 88 38 «| «#146 
1931 .. | 181 = | (287 116 454 88 23. | «(147 
1937 .. 209 | 349 | 122 | 559 | 86 5 | WSS 
| 








TasB_e I1.—Gastric Ulcer. Crude Death Rates per Million 
Living. From the Registrar-General’s Returns 


























Popula- Males Females 
tion | tt Se ae 
over ver | ver ver | 2 Over 
| 20 yrs. | 20 yrs. | 20-39 | 49 yrs. | 20 yrs. | 20-39 | 45 yrs 
England: 
1912 .. 80 82 43 127 71 63 | 94 
1921 .. 72 92 44 136 55 ae 1° Ss 
1931. 105 159 49 260 58 k on 96 
1937-5 107 167 46 273 54 8 89 
London: | 
1912 .. 95 120 o4 186 75 47 r 106 
192) 5. 87 119 59 172 58 20 98 
1930 .. 160 244 83 390 82 31 141 
Rural | 
Districts : | 
92... 75 63 | 32 103 sr 75 88 
2)... 66 72. | 28 109 60 29 86 
1930 .. 94 134 50 201 $2 12 82 
Scotland: | | | 
1912"... 106 10 | S51 178 102 70 137 
1920... 100 129 55 215 74 31 123 
1931 .. 94 122° 46 195 70 18 117 
1937 .. 107 155 - 43 259 65 1 119 
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TasBLe IlI.—Duodenal Ulcer. Crude Death Rates per Million 200 r 
Living. From the Registrar-General’s Return 3 1 
— - ac 
Popiula- Males Females = 
tion 8s 150+ 
over Over 20-39 Over Over 20-39 Over CU OVER 40 SCOTLAND 
20 yrs. 20 yrs. 40 yrs. | 20 yrs. 40 yrs. 
CU OVER 40 LONDON 
England : CUOVER4O ENCLAND 100-1 
1912 .. 27 47 27 70 10 a 16 CU OVE URAL 
Rea) .. 28 51 26 74 SG 4 13 DISTRICTS 
1931 .. 46 93 27 147 12 4 19 CU 20-39 ENGLAND 
1937 .. 50 93 28 150 15 2 24 504 
tie 30 58 25 85 7 5 9 
Ae : DU OVER 40 SCOTLAND 
pid3? 53 110 47 168 10 5 14 Spevenes EMC AnD 
Districts : T oe t T T 
1921 .. 27 43 18 64 il 5 17 CALENDAR YEAR:1912 16 20 24 28 32 338 
1930 .. 40 73 31 107 9 3 14 
Scotland : < " ; 
1921 .. 34 » 56 30 88 14 7 23 Fic. 3.—Gastric ulcer and duodenal ulcer in females. Cryde 
1931 .. 86 165 70 259 18 5 30 death rates per million living. 
1937 102 194 | 79 300 21 ~ 36 a ad 























certain years between 1912 and 1938 which specially illustrate 
the course. They give the total rates for both types of ulcer 
together—i.e., for peptic ulcer—the rates for gastric and 
duodenal ulcer separately, for the two sexes, and for the age 
groups 20-39 years, 40 years and over, and the total over 
20 years. Figures 1-4 are constructed from the annual returns, 
and show the trends during the periods. 
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Fic. 1.—Peptic ulcer. Population over 20 years of age. 
Crude death rates per million living. 
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Fic. 2.—Gastric ulcer and duodenal ulcer. Males over 40 
years of age. Crude death rates per million living. 


‘have been small throughout the period. 
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Fic. 4.—Gastric ulcer and duodenal ulcer. Males between 
20 and 39 years. Crude death rates per million living. 


These returns solely relate to death rates. Care is necessay 
in drawing deductions as to changes of morbidity in the livin 
from the changes in the number of deaths and the death rate 
For example, the case mortality of peptic ulcer under th 
age of 40 has fallen in hospitals during the last 20 yean 
Further, the experiences of the present war have proved tha 
the incidence of such a serious complication as perforation 
may increase almost instantaneously under the influence ¢ 
extremely severe stimuli, while the causes of a catastropk 
such as perforation are not necessarily identical with the cause 
which lead to the formation of an ulcer. Nevertheless appre 
ciable increases in the death rate of peptic ulcer over a serie 
of years must correspond to an increase in the incidence d 
sickness in the community. 


I. ENGLAND AND WALES 


For England and Wales the crude death rate from _ pepti 
ulcer for the population’ of the age of 20 years and ove 
was 107.in 1912, 100 in 1921, 155 in 1931, and 159 in 193) 
(Table I). The rate was almost the same in 1912 and 192|, 
and was practically stationary between 1931 and 1937, though 
at a higher level than in 1912 and 1921 ; but between 1921 ani 





1931 there was an increase of 50%. Thus this rapid rise wa 


followed by a stationary period and preceded by a period if 


which no increase had taken place. When peptic ulcer i 
further analysed into groups, the increase is found to be almos 
entirely accounted for by males over 40 years. Further, i 
is found that the rise in this group, starting about 1921, cease 
fairly rapidly about 1930-1, and was not resumed, but th 
the maximum rates in 1931 were subsequently maintained. 
For males over 20 years the rates show a similar trend 
the total for both sexes, being dominated by deaths ov¢ 
40 years, with some differences between gastric ulcer am 
duodenal ulcer. For males between 20 and 39 the rates 4 
approximately the same in 1912, 1921, and 1937—viz., 70, 7 
and 74; there are no great variations in the intervening years 
but the rate rose to 93 in 1925 and 87 in 1928, and was abo 
that level during this period, subsequently falling again. 
For females the trends are quite different from those fo 
males. For females of all ages over 20 years there was” 
sharp fall between 1912 and 1921, entirely due to decrease # 
gastric ulcer between 20 and 39 years. Rates are much lowe 
than for males, and, apart from the group mentioned, change 
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it may be noted that no group of gastric or duodenal ulcer 
between 20 and 39 years in Britain showed a sustained increase 
in death rates from 1912 to” 1938, except D.U. in males in 
Scotland—in contrast to the rises in groups over 40 years. 


Gastric and Duodenal Ulcer 


The death rates and the trends between 1912 and 1937 show 
differences between G.U. and D.U. Differences in the trends 
will be considered later. The rate from G.U. is approximately 
double that from D.U. for males throughout, and at least 
four times for females. The excess of deaths from G.U. is 
greater than can be accounted for by the higher case mortality 
in G.U. as shown by the results from admissions to 
St. Thomas’s Hospital, which over a long period give 12.5% 
for G.U. and-10% for D.U. 

It may be noted here that an excess of deaths from G.U. 
over D.U. is true not only for the total deaths for England 
and Wales but throughout the period for both sexes, both 
age groups, and in all areas of Britain except for males after 
1927 in Scotland. It may also be mentioned that deaths from 
G.U. in males over 20 years exceeded those from females in 
England and Wales for the first time in 1914: a similar change 
occurred in London in 1908, Scotland (finally) in 1916, and 
Rural Districts in 1920. For admissions to St. Thomas’s 
Hospital the change occurred at some date between 1913 and 
1921. The excess in males has subsequently remained. 


Gastric Ulcer in Males 


In 1912 the total number of deaths of males over 20 years 
was 857, and in 1921 it was 1,011, the death rate rising from 
82 to 92 per million males living in this age group—an increase 
of about 12% in 9 years (see Table II). Between 1921 and 
1928 the death rate rose from 92 to 150, a rise of over 60°. 
The rapid rise then ceased, the rate being 159 in 1931 and 
167 in 1937. 


Death Rates Over Age of 40.—The rate in 1912 was 127, in 1921 
136, in 1928 236, and in 1931 260. The rate thus increased 74% 
in the 7 years 1921-8 and 90% between 1921 and 1931, being pre- 
ceded by an almost stationary decade between 1912 and 1921 (see 
Table II and Fig. 2). The rise began suddenly in 1921, was at 
its maximum acceleration in 1925, slowed shortly after 1928, and 
practically ceased after 1931, the rate in 1937 being 273. Thus the 
rise was also followed by an almost stationary period of years, with 
no fall after cessation of the rise. 

Death Rates in Age Group 20-39.—The rate in 1912 was 43, in 
1921 44, in 1931 49, and in 1937 46. There was a small transient 
rise to 59 in 1925, and the rate was 55 in 1928. This rise 
corresponded to the most rapid rise in death rates over 40 years, 
and was mainly due to the later ages in the group. The rise sub- 
sided, and the rate was approximately the same in 1912 and 1937. 
The trend is in contrast to that of the age group over 40 years. 
The ratio of the death rate over 40 years to that of the age group 
20-39 was 3 to 1 in 1912 and 6 to 1 in 1937. 


Duodenal Ulcer in Males 

Death Rates Over Age of 40.—The rate in 1912 was 70, in 1921 
74, in 1928 128, and in 1931 147. The rate thus increased 73% in 
the 7 years 1921-8 and 100% between 1921 and 1931, being pre- 
ceded by a stationary decade between 1912 and 1921. The rise 
began in 1921, was at its maximum acceleration in 1925, and reached 
its maximum death rate of 147 in 1931. Subsequently between 1931 
and 1937 there was no indication of a further rise or of a con- 
sistent rise or fall; the range was between 130 and 150. The trend 
of the curve resembles that for G.U. ‘The rise proportionately is 
almost identical, the ratio of G.U. to -D.U. being constant during 
the period at 1.8 to 1. 

Death Rates in Age Group 20-39.—The rate may be regarded as 
stationary between 1912 and 1937. The rate was 27 in 1912 and 
28 in 1937, the range of the rates being from 26 to 34. 


Gastric Ulcer in Females 


This group has certain special features. The total number 
of deaths of those over 20 years of age in 1912 was 897 and 
in 1921 705, the death rates being 77 and 55. The death rate 
in 1937 was 54, the range between 1921 and 1937 being 54 
to 59. The number of deaths in 1912 has not been exceeded 
subsequently (except in 1914), in strong contrast to the course 
in males, The incidence in the age groups over 40 and between 
20 and 39 years is so different that the total rate over 20 years 
Is no guide to the trends. 


Death Rates Over Age of 40.—The death rates in 1912 and 1921 
were 94 and 82 respectively. (1921 was an exceptionally low year.) 
A moderate rise and fall had taken place between 1912 and 1921. 
After 1921 there was a slight rise of doubtful significance to 95 in 
1925, and subsequently the rate remained stationary until 1937, the 
range being between 88 and 96. Thus the changes in rates between 
1912 and 1937 were small, and between 1925 and 1937 were 
negligible. 

Death Rates in Age Group 20-39.—The course of this group is 
very interesting (Fig. 3). Jennings (1940) has paid special attention 
to it. In 1912 deaths numbered 386 (death rate 63), being about 
43% of the total of 897 over 20 years. In 1921 deaths were 175 
and in 1937 were 54, the rates being 28 and 8. Between 1912 and 
1937 the fall is continuous and uninterrupted, and shows no relation 
to the course of any other group. The death rate had been falling 
rapidly previous to 1912. 

Deaths under 20 Years.—These form a striking illustration of the 
fall in incidence in young women. In 1912 they numbered 76, -in 
1921 24, and in 1937 only 1. Deaths under 20 years are now prac- 
tically liquidated—at least temporarily—and under 40 years are 
nearly so. : 


Duodenal Ulcer in Females 


The death rate from D.U. in females is low at low ages. 
The total deaths over 20 years in 1912 were 111, in 1921 
110, and in 1937 207, the death rates being 10, 9, and 15, 
while in males the rates were 47, 51, and 93 respectively. 

Death Rates Over Age of 40.—The rate in 1912 was 16, in 1921 
13, and in 1937 24. Between 1921 and 1925 there was a moderate 
rise, probably. significant, from 13 to 24. This corresponds with 
the period of maximum rise in the male group. The higher rate 
was maintained after 1925, but there was no further rise. The 
range of the death rates between 1925 and 1937 was from 19 to 24. 

Death Rates in Age Group 20-39.—It has already been men- 
tioned that the rate did not exceed 5 in any year between 1912 and 
1937, and there is no indication of an increase. 


Ratio of Death Rates 


Males to Females.——For peptic ulcer at ages over 20 years 
the ratios in 1912, 1921, 1928, and 1937 were 1.5, 2.2, 3.3, 
and 3.8 to 1 respectively. The preponderance of males is rising 
rapidly. 

Gastric to Duodenal Ulcers.—In the years as above the ratios 
of G.U. to D.U. were 3.0, 2.6, 2.2, and 2.1 to 1 respectively. 
The fall in the ratio in the earlier years was due to the rapid 
decrease of G.U. in young women. Since 1925 the ratio has 
been constant approximately at 2.2 to 1. For males over 
40 years the ratio has been constant throughout at 1.8 to 1, 
and from 20 to 39 years between 1.7 and 1.8 to 1. 


Remarks 


In 1912 the death rates of the various groups were fairly 
close together, but they are now splayed out by the great 
increase which has taken place in certain groups since 192% 
while others have remained stationary. The trend of the rates 
for peptic ulcer, for G.U., and for D.U. is now mainly dictated 
by the rates for males over 40 years. 

The difference between the rates in 1912 and 1921 in all 
groups is small. Male groups over 40 years, both G.U. and 
D.U., suddenly began to rise in 1920-1, and for several years 
the rise was very rapid: it was most rapid between 1921 and 
1925. After 1928 it definitely slowed down, and the rise 
practically ceased in 1930. The increase between 1921 and 
1931. was 90% for G.U. and 100% for D.U. D.U. apparently 
entirely ceased to rise after 1930, but G.U. in this group 
may have continued to rise slowly until 1937. But, although 
the rise ceased, no fall followed: the maximum rate was 
maintained. 

Rates for females have shown little tendency throughout 
the period either to rise or to fall, except for G.U. under 
40 years. There was possibly a slight significant rise in D.U. 
over 40 years between 1921 and 1925 and an even smaller 
rise for G.U., but rates show little difference between 1912 
and 1937. Gastric ulcer in females under 40 years clearly 
pursued a course of its own with an uninterrupted fall which 
had started some years before 1912. Other groups under 
40 years show only slight variations throughout the period, and 
there is little difference in the rates for 1912 and 1937. Both 
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G.U. and D.U. in males had slight temporary increases between 
1921 and 1925 during the sharpest rise in the later age group, 
and mainly due to ages near 40. 


Summary 

Death rates from G.U. and D.U. and in the various age and sex 
groups were almost the same in 1912 and 1921 (except for G.U. in 
females under 40 years). 

In the period 1921-30 there were rapid increases in the rates for 
both G.U. and D.U. for males over 40. The maximum increase 
was between 1921 and 1925: the rise further slowed about 1928, 
and ceased in 1930. The rise was about 90% for G.U. and 100% 
for D.U. 

Between 1931 and 1937 there were no further sustained changes 
in these groups. The maximum rates reached in 1931 were sub- 
stantially maintained. ; 

For the group G.U. in females 20-39 years the rate fell uninter- 
ruptedly from 1912 to 1937. Deaths under 20 years fell almost to 
zero. : 

In other female groups there was little change between 1912 and 
1937. 

Groups under 40 years, both male and female (except G.U.), 
showed little change between 1912 and 1937. Some groups had 
temporary rises between 1921 and 1925. 

The ratio of the rates for males to females is rising rapidly, 
especially over 40 years. 

The ratio of the rates for G.U. to D.U. since 1921 has been 1.8 
to 1 for males and at least 4 to 1 for females. 


Il. LONDON (ADMINISTRATIVE COUNTY) 


The total number of deaths from peptic ulcer in London 
in recent years has been between 500 and 650 annually, of 
which nearly half are in the group of gastric ulcer in males 
over 40 years. The numbers are. small in certain groups, and 
vary considerably from year to year. 


Gastric Ulcer in Males 


In 1912 the rate from G.U. in males over 20 years was 120, 
and thus was considerably higher than the rate for England, 
which was 82. In 1921 the rate was 119, no rise having taken 
place. From that year the rise was rapid—mainly due to the 
group over 40 years. 


Over 40.—There are indications that the rate was rising between 
1912 and 1914, but in 1921 it was slightly lower than in 1912. 
From 1921 the rate rose rapidly. The trend resembles that of 
England, but the rates are definitely higher and the increase is 
greater. The rise was most rapid between 1921 and 1925, the 
increase, from 172 to 287, being 66%. The rate of rise was slowing 
after 1928, but the death rate was still increasing in 1930, when the 
records cease. The rate then was 390—about 50% higher than that 
for England. The total rise between 1921 and 1930 was 120%, the 
rise for England being 90%. As the rate for peptic ulcer, in males 
over 40, combining G.U. and D.U., rose only slightly after 1930, 
the rate for G.U. alone could not have greatly increased, but it 
may have done so in a moderate degree. 


Aged 20-39.—The numbers are small. The trend closely resembles 
that for England, and there is a similar slight rise between 1921 and 
1925. Owing to the small numbers the rates are irregular, but they 
are higher than those for England. 


Duodenal Ulcer in Males 


Duodenal ulcer was first recorded in 1921, the rates for 
males over 20 years being 58—half the rate for G.U. and 
slightly higher than the rate for England. 


Over 40.—The rate rose rapidly from the first return in 1921, 
when it was 85, England being 70. The trend closely resembles 
that of England. The rise was slowing after 1925. There is no 
rise between 1928 and 1930—suggesting a cessation similar to that 
of England after 1930. The rise had then been 100%. The rates 
are about 20 to 25% higher than those for England, but the 
difference is not so great as for G.U., nor was the difference increas- 
ing so markedly between 1921 and 1930. 

Aged 20-39.—The numbers are small, the range of deaths 
annually being between 16 and 30. No definite deductions can be 
made, but there are no indications of a marked rise or fall. 


Gastric Ulcer in Females 
The rate in 1921 for females 20 years and over was some- 
what lower than in 1912, and both rates closely agree with 
those for England. 





Over 40.—The .rate rose steadily from 1921 to 1930, increasing 
from 98 to 141, and thus differs from that for England, which was 
stationary. As peptic ulcer in females, of which this group supplied 
75% of deaths, had no sustained rise after 1928, the Sroup could 
not subsequently ‘have appreciably increased. 

Aged 20-39.—The rates fell steadily from 1912 onwards, and were 
not higher, and indeed were slightly lower, than those for England 
(The rate for 1930 was exceptionally high.) ‘ 


Duodenal Ulcer in Females 


The numbers are very small, the deaths ranging from 1; 
to 26. Between 20 and 39 years deaths are negligible, Only 
one being recorded in 1928. Over 40 years, there may be 
a slight increase. The trends and rates do not appreciably 
differ from those for England. 


Peptic Ulcer 


The rates for peptic ulcer can be followed from 192) to 
1937. The rate for males of 20 years and over in 192] wags 
177—25% higher than for England, which was 143. There 
was a very rapid rise between 1921 and 1925, and it continued 
to be rapid until 1928-30, when the rate was 354, England 
being 250—a difference of 40%. There was no further increase 
after 1930. The range from 1930 to 1937 was between 376 
and 354. 

Males Over 40.—The trend of the rates closely resembles that for 
all ages over 20 years. The rates in 1934-7 were about 600, and 
for England rather over 400, London being nearly 50% higher. In 
1921 the rates were 257 and 210 respectively. 

Males Aged 20-39.—The rates were the same in 1921 and 1937, no 
sustained rise having occurred, although there was an unusually high 
rate in 1930. The rates are about. 15%- higher than for England. 

Females Over 40.—There was a moderate rise from 1921 to 
1925, due to G.U. After 1928 there was no further increase. The 
rate in 1937 was 150, against 113 for England, the rates for London 
being about 25% higher than those for England. 

Females Aged 20-39.—The number of deaths is very small in this 
period and the death rates are low. The rates and trend closely 
agree with those for England. 


Ratio of Death Rates of Males to Females.—For peptic 
ulcer in those over 20 years the ratios in 1921, 1928, and 1937 
were 2.7, 3.5, and 4 to 1 respectively, and are somewhat 
higher than those for England. 

Ratio of G.U. to D.U.—The ratio was 2.8 to 1 in 1921 and 
2.4 to 1 in 1928. For males over 40 the ratio in 1921, 1925, 


and 1928 was 2.0 to 1. The numbers under 40 years are too | 


small to give the ratio. 
Remarks 


London has a higher death rate from peptic ulcer than 
England, and has had a greater rise since 1921. The excess 
is shown by all groups over 40 years, but’is greater for G.U. 


_ than D.U., for both males and females, so far as the records 


are available. Groups aged 20-39 show no great differences 
from those for England, but G.U. in males is somewhat higher. 
In general trend the rates over 40 years resemble those for 
England. There is a similar absence of rise between 1912 and 
1921 (for gastric ulcer), a rise at its maximum between 1921 
and 1925, and a cessation of further rise after 1930 with 
maintenance of the highest rates. 


Summary 


The crude death rates for peptic ulcer, both males and females, 
between 1921 and 1937 for London were higher than for England, 
and rose more rapidly between 1921 and 1930. 

The rate for G.U. in males was the same in 1912 and 1921. 

Between 1921 and 1930 there were rises in all groups over 40 
years except D.U. in females. The rate for G.U. in males rose 
120%, and in 1930 was 50% higher than for England. D.U. in 
males rose 100%, and in 1930 was about 25% higher than for 
England. G.U. in females rose 40%, and in 1930 was that propor- 
tion higher than that for England, which had remained stationary. 

Rises were greatest between 1921 and 1925, and slowed between 


“1928 and 1930. Subsequently there was no substantial rise, but the 


rate for males over 40 years may have increased to a small degree. 

For groups aged 20-39 the rates and trends do not differ greatly 
from those for England. G.U. in males rose slightly and in females 
fell consistently. D.U. showed little change. Numbers are small. 
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5 les England in the general trend of the rates, except 

er Lago pase 40 years. London differs from England 
we ntitatively in that the rates over 40 years are appreciably higher 
eg for England, the excess being greater for G.U. than for D.U., 
and greater ‘for males than for females. The differences increased 
between 1921 and 1930. The ratio of males to females is higher 


for London. 


{lI. RURAL DISTRICTS OF ENGLAND AND WALES 


The trend of the death rates for Rural Districts in general 
resembles those for England and for London. Thus the rate 
for G.U. in males is the same in 1912 and 1921. Between 1921 
and 1930 there are rises, in male groups over 40 years, whigh 
are most rapid between 1921 and 1925. After 1930 the groups 
show no consistent ris€ or fall, except that the rate for males 
over 40 years may be slowly increasing, probably due to G.U., 


which was still rising slowly in 1930, while D.U. apparently. 


had become stationary. The group of G.U. in females aged 
90-39 falls. Other groups for females, and other groups in 
ages 20-39 years for both sexes, show little change between 
1912 and 1937, with some moderate exceptions similar to those 
occurring for England. While such trends are similar, there 
are certain considerable quantitative differences between Rural 
Districts and England and London, especially the last-named. 


Gastric and Duodenal Ulcer in Males Over 40 Years 

For gastric ulcer the rate in 1921 was 109 and in 1930 201, 
a rise of 85%, compared with 90% for England and 120% 
for London. The rate of 201 in 1930 compares with 260 for 
England and 390 for London, and is thus 25% below that for 
England and little more than half that for London. 

For duodenal ulcer the position is not dissimilar, but 
differences in rates are smaller. The rise between 1921 and 
1930 was nearly 70%, compared with 100% for England and 
London. The rate of 107 in 1930 compares with 150 for 
England and 168 for London. 

Aged 20-39.—Numbers are small, but the rates are consistently 


below those for England and London. There are slight rises in rates 
between 1921 and 1925, as for England, but otherwise no material 


7 change. - 


Gastric Ulcer in Females 


Over 40 Years.—The rate is unchanged between 1912 and 1930, 
resembling the trend for England, so far as records are available, 
but at a slightly lower rate. There is no indication of the rise which 
occurred in London between 1921 and 1930. 

Aged 20-39.—The rates fell regularly, but this group differs from 
all others in that the rates for Rural Districts, though low, are 
higher than for England and for London. In 1912 the respective 
rates were 75 for Rural Districts, 63 for England, and 47 for London. 
The average for the years 1921-8 is 25, 21, and 16 respectively. 
Although the differences are not great, they are constantly present, 


} and it is also noticeable that the rates for London are somewhat 


lower than those for England. 


Peptic Ulcer 


The rates for peptic ulcer. are available up to 1937. They 
are consistent with the trend of the rates for G.U. and D.U. 
separately in 1930—viz., that G.U. in males over 40 years 
might be slowly rising and other groups were stationary. The 
rates for females at 20-39 years, which must be nearly all 
G.U., are still higher than for England and London, the average 
for 1931-7 being 22 for Rural Districts, 14 for England, and 
15 for London. 

Ratio of Death Rates of Males to Females.—For peptic ulcer 
over 20 years the ratios in 1921, 1928, and 1937 were 1.6, 2.3, 
and 3.3 to 1 respectively, and are lower than for England. 

Ratio of G.U. to D.U—The ratio was 2.5 to 1 in 1921 and 
2.3 to 1 in 1928. For males over 40 years the ratios in 1921, 
1925, and 1928 were between 1.7 and 1.8 to 1.. The constancy 
of this ratio for males over 40 years may be noted. It was 
unchanged for England from 1921 to 1937 at 1.8 to 1, and 
also at 20-39 years almost at.the same ratio.. It was constant 
for London from 1921-8 at 2 to 1. ’ 


Summary 


The death rates from peptic ulcer, especially for males, in Rural 


Districts are lower than for England and greatly lower than for 
London. 





The trends of the rates do not greatly differ from those for 
England. 

For males over 40 years the rate for G.U. in 1930 was 25% less 
‘than that for England and about half that for London. The rate 


: for peptic ulcer: was closely similar, and remained so up to 1937. 


The rates in groups for females in general are slightly lower than 
for England. 


The rates in groups 20-39 years also are slightly lower than for 
England. 

G.U. in females of 20-39 is an exception, as the rates, though low 
and falling, are consistently higher than those for either England 
or London from 1912 to 1937. 

The ratio of males to females is lower than for England and con- 
siderably lower than for London. 

The ratio of G.U. to D.U., where available, was constant at 1.7 
or 1.8 to 1 and the same as for England. 


IV. SCOTLAND 


The trend of the death rates in Scotland affords additional 
evidence of the rapid changes in the incidence of peptic ulcer 
which have taken place since 1921, but there are certain 
differences from the areas so far discussed. 

The death rate from G.U. over 20 years of age for both 
sexes in 1912 was 106, and was thus considerably higher than 
that of England, which was 80, London being 95. Between 
1912 and 1921 there was little change. In 1921 the ratio of 
deaths from G.U. to D.U. was 3 to 1, England’s being 2.5 to 1. 

The death rates from peptic ulcer over the age of 20, avail- 
able from 1921 onwards, are higher throughout than for 
England. The rates in 1921 and 1937 were 134 and 209, and 
in England 100 and 159. In 1921 the rate in each age group 
and sex group of G.U. and D.U. was higher than in the 
corresponding group for England. It was also higher than 
in the corresponding group for London, except for D.U. in 
males, in which the rates were the same. Subsequently the 
trends for males widely differ. 

Gastric Ulcer in Males over 40.—In 1912 the death rate was 
178. In 1921 it had risen to 215. (In this year D.U. was 
introduced into the statistics.) From 1921 the rate fell slowly 
to about 200 in 1931. In 1934 the rate began to rise again, 
and was rising sharply in 1937, when it was 259, and in 1938, 
when it was 267. The course is in marked contrast to England 
(and London), in which there was a rise of 90% between 1921 
and 1931, and subsequently only a slight rise between 1931 
and 1937. ; 

Duodenal Ulcer in Males over 40.—The rate rose rapidly 
from the first return in 1921, which was 88—somewhat higher 
than the rate for England and the same as for London. 
Between 1921 and 1931 the rate was almost tripled, rising 
from 88 to 259. There was a constant increase in the rate 
between 1921 and 1928. Subsequently between 1931 and 1938 
there was no further sustained rise, the rate in 1938 being 262. 
The range in this period was between 241 and 300. 

This course is in marked contrast to G.U. in males over 40, 
and the D.U. curve crosses the G.U. curve in 1928. After 
diverging widely the rates were equal again in 1938. Compared 
with England, the rise between 1921 and 1931 is more than 
double,. but in both there was no sustained rise after 1931. 
The rates rise above those for London after 1925. 

G.U. in Males Aged 20-39.—The rates show only small 
changes between 1912 and 1938, and the trend resembles that 
for England. 

D.U. in Males Aged 20-39.—The rate in 1921 was 30—some- 
what higher than for England and London. From 1921 the 
rates rose proportionately rapidly until 1928, when the 
maximum of 82 was reached. Subsequently most of the rise 
was maintained. This is the only group of 20-39 years in 
which a sustained rise has occurred since 1912. The numbers 
are small and the increase is mainly accounted for by ages 
near 40 years, but the rise between 1926 and 1928 is apparently 
significant. 

G.U. in Females Over 40.—The course shows some transient 
rises, but tended to fall slowly between 1912 and 1938. The 
rates are considerably higher than for England, but about 1926 
were exceeded by those for London, which were then rising. 

Gastric Ulcer in Females Aged 20-39-—The rates fall con- 
tinuously, as in areas already discussed. 
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Duodenal Ulcer in Females—Over 40 years the numbers 
are small. There may have beer a slight rise. For ages 
20 to 39 the numbers are negligible. 

Peptic Ulcer Over 20.—The rates are higher than those 
for England. They were closely similar to London’s in 1921 
and 1937, but the trends were different during the period. 
The rates rose rapidly until about 1928, then more slowly 
until 1934, and then again rapidly. The curve is clearly 
composite. 

Ratio of Death Rates of Males to Females.—For peptic 
ulcer at ages over 20 years the ratios in 1921, 1928, and 1938 
were 2.1, 2.5, and 3.7 to 1 respectively. 

Ratio of Death Rates of Gastric to Duodenal Ulcer.—The 
ratios for males over 40 years in 1921, 1928, 1931, and 1938 
were 2.5, 1, 0.75 and 1 to | respectively. 


Remarks 


The death rates from peptic: ulcer are higher than for 
England throughout the periods for which returns are available. 
The rates are slightly lower than for London, but appreciably 
higher than for Rural Districts of England. The excess was 
shared in 1921 by G.U. and D.U., but later was due entirely 
to D.U., G.U. having fallen behind England. There was a 
rapid rise between 1921 and 1938, as in England, but with 
considerable differences in the contributory groups. For G.U. 
in males over 40 the contrast between the courses in England 
and Scotland is striking. For D.U. in males over 40 both 
countries show a rapid rise between 1921 and 1931 and sub- 
sequently a stationary period until 1938, but the rise in 
Scotland was double that in England. The death rate for this 
group in 1921 was only 88, and it is unlikely that it had been 
rising rapidly previously. The trend for G.U. in females under 
40 resembles that for England. 


Summary 

Death rates from: peptic ulcer over 20 years increased rapidly 
between 1921 and 1928, more slowly to 1934, and rapidly again to 
1938. The rates are higher than for England and appreciably higher 
than for Rural Districts, and usually slightly below that for London. 
The trend differs from that for England. 

G.U. in males over 40 rose between 1916 and 1921. There was 
no further rise until 1934, when the rate rose rapidly until 1938. 
The trend is in marked contrast to those of England, London, and 
Rural Districts. The rates for G.U. in males under 40 have shown 
no material change, and resemble those for England. 

D.U. in males in 1921 had approximately the same rate as in 
England and London. The rate rose very rapidly from the first 
records. For the group over 40 it had nearly tripled by 1931, the 
rise being greatly in excess of that for England; it then became 
practically stationary until 1938, as in England. The curve crossed 
that for G.U. in 1928, but after diverging widely the two rates were 
practically equal again in 1938. 

D.U. in males under 40 rose between 1921 and 1928. The rates 
are higher than in England and London. The numbers are small. 
» G.U. in females over 40 shows no sustained rise between 1912 and 
1938. The group under 40 has fallen continuously. 

D.U. in females gives no indications of a material increase. 

All rises which took place over a course of years were subsequently 
maintained, no material fall taking place. 


Vv. GENERAL REMARKS 


No attempt is made here to consider fully the causes of 
the trends of the death rates, but attention may be directed 
to certain points, further study of which might assist in 
elucidating the predisposing causes of peptic ulcer. 


Trends in Males over 40.—The curves for England, London. 
and Rural Districts possess the same general characteristics. 
Between 1914 and 1921 there is no material rise. From 1921 
to 1925 there is a rapid rise, which slows from 1925 or 1928 
to #930. Subsequently the rate is practically stationary. G.U. 
may be rising slowly, but there is a change about 1930 similar 
to that for D.U., but not so complete. The contrast between 
1921-30 and 1931-7 is definite. The maximum rates reached 
about 1930 are substantially maintained. These trends could 
be explained by new factors, introduced in 1921, reaching their 
maximum effect about 1930. The possibility that the rises are 
due to improved diagnosis and recognition is negatived by the 


“rate became stationary, as in England. 


rates for women and for ages under 40, which show no sim. 
increases and are mostly unchanged throughout the periog 

The rate for D.U. in Scotland in 1921 was close to 
for England and for .London. Between 1921 and 1939 the 
rise was twice as great as for England. Subsequently the 
Deca The differences ate 
quantitative. 

For G.U. in Scotland, the difference from England jg not 
merely quantitative, as there is a complete absence of rise 
between 1921 and 1934. The possibility of mass differences 
in diagnosis is negatived by the curve for peptic ulcer 
combining G.U. and D.U. This is quite different from that 
for, England and English areas, and is clearly a Composite 
curve. 

Gastric Ulcer in Females Aged 20-39.—The rates fall cop. 
tinuously, the trends being the same for England, English 
areas, and Scotland. The rates are highest in Rural Districts, 
These trends point to the existence of and disappearance of 
external factors, acting as predisposing causes of the mas 
production of a certain group of peptic ulcer. This does ng 
exclude the possibility of psychological stimuli acting 4s 
exciting factors. 

Peptic Ulcer in Other Groups of Ages 20-39.—There js. 
little change in all other groups of these ages. Death rates! 
will be affected by the reduction in case mortality which has 
taken place at these ages since 1921, but it would be curioys 
if this so exactly balanced any great rise in morbidity. 

Peptic Ulcer in Females.—There has been no significant rise. 
except for G.U. over 40 years in London over a limited period, 








General Summary 


Calendar Periods—(a) Between 1912 and 1920 there was little or 
no rise in rates for peptic ulcer, or for the various groups wher 
returns are available; (b) between 1921 and 1930 there was a rapid 
rise in many groups; (c) between 1930 and 1938 there was little or 
no further rise. The maximum rise was between 1921 and 1925, the 
rate of increase diminishing after 1925 to 1928 or 1930. The only 
definite exception to the above is G.U. in males over 40 in Scotland, 

Absence of Falls after Rises.—Rates which rose were subsequently 
maintained at the maximum level. 2 

Age Incidence.—Rises are almost confined to age groups over 4 
years. Age groups under 40 years show little change between 191) 
and 1938. 

Sex Incidence—(a) The rates for females, both over and under 40, 
have shown little or no tendency to rise between 1912 and 1938. 
(b) G.U. in females under 40 has fallen to a very low rate, in con- 
tinuation of a decrease which began in previous decades. The ratio 
males to females has consequently been rising rapidly. 

The rise in rates for peptic ulcer for the population over 20 year 
has thus been due almost entirely to males over 40. 

Gastric and Duodenal Ulcer.—The death rate for G.U. throughout 
the period is considerably in excess of that for D.U. for both sexes 
and age groups and all areas, except for males in Scotland after 1921. 
Gastric ulcer showed a slow rise up to 1938 in males over 40 in 
England. The rise was rapid in the last few years in Scotland. 
For duodenal ulcer the rate became practically stationary in all age 
and sex groups and all areas after 1930. 

Areas.—Death rates for peptic ulcer are highest in London, slightly 
lower for Scotland, lower for England, and lowest for Rural Dis 
tricts of England. These differences are mainly due to rates fo 
males over 40. Differences are slight for males under 40 and for 
females, in which groups rates are low. Scotland:—The trend of 
the rates for G.U. in males over 40 is entirely different from th 
for England and constituent areas of England. For D.U. in mal 
over 40 the rise was extremely rapid between 1921 and 1931. Rurdl 
Districts: —The rates for males over 20 are approximately 60% 
those for London and Scotland and 80% of those for England. 
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The March-April issue of Industrial Welfare and Person 
Management, the journal of the Industrial Welfare Society, contai 
an article on industry and rehabilitation by Dr. Harold Ba 
medical officer in. charge of rehabilitation, Ministry of Healt 
reviewing the work and progress of the movement, especially t 
part dealing with injuries which need not necessarily be permanen 
Another article, on modern trends in industrial welfare, is 
Sir Stafford Cripps, who discusses the modern conception of welfa 
based on the twofold contribution it can make to the social well 
being of the worker and to efficiency of production. 
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Secretary Anaerobes Subcommittee, Medical Research Council 


The case-fatality rate of gas gangrene in the present war has 
been approximately 50%. Even with the low incidence found 
in desert warfare the disease accounts for a considerable pro- 
portion of the deaths from wounds (Pulvertaft, 1943; Wiles, 
1944), and becomes a more serious problem when the incidence 
rises, as it is already known to have risen, with fighting in 
cultivated lands. The disease develops so soon after wounding 
and runs so swift a course that there is perhaps a tendency 
to regard this high death rate as an inevitable consequence 
of the delays and difficulties of treatment in the field. It is of 
course true, with long or difficult lines of evacuation, that in 
a large proportion of cases the patients may be admitted to 
hospital with the disease already established, but it is the 
object of this report to show again, from the case records of 
gas gangrene in the Central Mediterranean Force, that on the 
whole the fate of the patient depends on the treatment given 
by the clinician. 
Sources of Information 

Information on the occurrence and treatment of gas gangrene 
is available from two sources: first, from a personal investiga- 
tion carried out by one of us (J.D. M.); and, secondly, from 
the case reports on Army Form I 1241, which have been 
analysed by the other (M.G. M.). 

Field Observations with Eighth Army from July to Dec., 1943. 
—Information on the anaerobic infections. in Sicily is meagre, 
as the observer was engaged primarily on other duties; 
furthermore, casualties were evacuated to hospitals as widely 
separated as Alexandria and Algiers, so that:adequate follow- 
up was impracticable. From subsequent discussion it is thought 
that the 43 cases personally known represent from one-half to 
two-thirds of the cases occurring. The figures obtained in the 
Italian campaign are believed to be accurate and complete ; 
they are for the Eighth Army only, and do not include cases 
among British troops in the Fifth Army. The diagnosis of 
gas gangrene, it may be added, has been made only on the 
unequivocal demonstration of a clostridial myositis. 

Analysis of Case Reports on Army Form I.1241.—Clinicians 
were asked to report on this form not only cases of gas gangrene 
but also cases of lesser anaerobic infections. Actually the 
cases reported have varied greatly in nature and severity, but 
the differential diagnosis between gas gangrene of muscle and 
anaerobic cellulitis has not always been explicit, and in some 
cases the recorded diagnosis. was obviously open to question. 


It is necessary, therefore, in order to evaluate the effect of any . 


line of treatment, to classify the cases on as uniform a basis 
as possible according to the recorded signs and severity of the 
illness, in spite of the obvious drawbacks in making such a 
classification from written records. 

Out of the 173 completed reports on Army Form I 1241 
referring to battle casualties in the C.M.F. received by the 
Medical Research Council by March 20, 1944, 126 were con- 
sidered to be typical of cases of gas gangrene of muscle. 

Correlation of Results.—It is known that the number of cases 
of gas gangrene which are reported on Army Form I 1241 is 
considerably lower than the’ number which have actually 
occurred, but, provided that the cases are not selected in any 
way, analysis of the reports should give a.fair indication of the 
fatality rate and of the value of certain lines of treatment. 
The possibility of selection has been assessed by comparing 
the numbers and fatality rates of the cases reported on the 
forms and classified as gas gangrene with the corresponding 
figures for the same period obtained by personal investigation 
in the field. 

In Table I are shown the figures for three periods in which 
the cases reported on Army Form I 1241 from the M.E.F. 
before and after El Alamein, and from Sicily, are covered 


also by MacLennan’s investigation. Though roughly only 50 
to 60% of the known cases were reported, the case-fatality 
rates are not significantly different, both sets of figures showing 

















TABLE I 
Army Forms MacLennan 
Campaign 
Cases | Deaths | Fatality % | Cases | Deaths | Fatality % 
M.E.F., 1940-2 48 32 66:7 113 58 51-4 
M.E.F., 1942-3 ave 26 7 26-9 44 13 296 
Sicily, 1943 .. ia 31 22 71-0 43 29 67-4 
Italy, Sept.-Nov. .. 43 31 72:1 48* 33 68-8 
Italy, Dec. .. ee 21 10 47-6 30* 9 30-0 
Italy, Jan.-Feb. b 31 15 48-4 — — — 




















* Eighth Army only. 


a reduction in the death rate in Tunisia and a considerable 
increase in Sicily. It appears, therefore, that the cases reported 
from a particular front were in fact a fair sample of those 
which occur on that front. 

The position in the next three periods is different, since 
reports on Army Form I 1241 were received from the Fifth 
and Eighth Armies, while MacLennan’s figures cover the 
Eighth Army only, up to the end of December. Here again 
the case-fatality rates in the two sets of figures are very similar, 
showing the persistence of a high death rate in the Italian 
campaign until the end of November and a somewhat abrupt 
fall in December. Though there is a tendency for the Eighth 
Army rate to be lower than the combined rate, the reduction 
was not in fact confined to the Eighth Army, for the cases 
reported in the last period, during January and February, were 
mainly from the Fifth Army. 

It seems fair to conclude that the assessment of any line 
of treatment is not vitiated by any selection, on clinical grounds, 
of the cases reported. The main reason for the discrepancy 
between the number of cases reported and the number which 
occurred is that owing to the pressure of circumstances com- 
paratively few reports were received of cases which were treated 
in advanced field units. 

Bacteriology 


No complete survey of the anaerobic wound flora was under- 
taken in Sicily or Italy, but the consensus of opinion among 
pathologists in the C.M.F. was that it was very similar to that 
observed in Tunisia—i.e., that approximately 60% of the 
wounds contained clostridia, of which Cl. welchii and Cl. 
Sporogenes were the predominant types. The findings in 17 
consecutive cases of gas gangrene personally examined in Italy 
are very similar to those recorded from the Western European 
battlefields in 1917-18 and Tunisia in 1943: 


TABLE II.—Organisms Isolated from 17 Cases of Gas Gangrene 














Cl. welchii 


A 2 a 14 Cl. histolyticum aia oa 1 
Cl. oedematiens oe se 8 Cl. sporogenes = “ 10 
Cl. septicum sd ee 4 Cl. tertium .. ae =% 10 
Cl. bifermentans 6 Other clostridia < ae 10 


Fatality Rate and Treatment of Gas Gangrene 
Fatality Rate in Various Categories—The cases reported on 
Army Form I 1241 have been grouped in four categories, 
according to whether or not the disease was already established 
on admission of the patient to hospital and whether or not 
antitoxin was given in treatment (Table III). 


TABLE III.—Cases Reported on Army Form I 124] 
































Established on} Developed in Total 
Therapy Admission Hospital 
Cases | Deaths | Cases | Deaths Cases | Deaths | Rate % 
No antitoxin 4 4 16 14 20 } 18 | 90 
With antitoxin 42 25 64 35 106 60 | 566 
Total 46 29 | 80 | 49 | 126 | 78 | 620 


bl 


More than 60% of the cases developed in hospital, but the 
death rate in this group was as high (61%) as in those in which 
the disease was established on admission. The high death 
rate cannot therefore be ascribed solely to the long lines of 
evacuation. Moreover, although the cases treated with anti- 
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toxin show a reduced fatality rate, the actual rate (56.6%) 
compares unfavourably with the corresponding rate in the 
M.E.F. in Libya and Tunisia (31.8 and 22.4%). This fact 
raises the question of the efficiency of the treatment. Antitoxin 
therapy is only likely to be effective, in the first place, if the 
antitoxin given neutralizes the toxin of the infecting organism. 
It appears from Table II that, of the species of the gas gangrene 
group at all frequently isolated, Cl, bifermentans is the only one 
against which the trivalent antitoxin used (welchii, oedematiens, 
septicum) would not be effective. Only one case of gas 
gangrene was diagnosed as due to this organism, and the 
infection ran a subacute course (MacLennan, 1944b). It 
seems fair to conclude that the antitoxin used was inherently 
effective against the prevailing infections. In the second 
place, treatment with antitoxin is only likely to be effective 
if it is given early, in adequate dosage, and as an adjuvant 
to surgical measures. It follows that in judging the efficiency 
of treatment as a whole, the efficiency both of surgical treat- 
ment and of antitoxin therapy must be considered. Since it 
has been previously shown that in cases receiving comparable 
surgical treatment the fatality rate was significantly reduced in 
the group who also received antitoxin (Macfarlane, 1943) it 
is not considered necessary to demonstrate this again, especially 
as the figures in Table III constitute a priori evidence of the 
value of antitoxin. The treatment given has therefore been 
graded in three classes, according to the level of the combined 
treatment. 
ist class: Treatment within 6 hours of diagnosis, including surgical 
measures and an initial dose of at least 50,000 units of poly- 
valent antitoxin intravenously. 
This is essentially the treatment which has been recommended 
by the War Wounds Committee (M.R.C. War Memorandum 
No. 2, revised edition, 1943). Prompt surgical measures of a 
temporary nature, such as incisions to relieve tension, were 
included in this class. 
2nd class: Treatment delayed more than 6 hours after diagnosis, or 
with a smaller. dose or an intramuscular dose of antitoxin. 
3rd class: No surgical treatment and/or no antitoxin. : 
The fatality rates in these classes for the cases reported on 


Army Form I 1241 and also for the cases personally investigated 
are shown in Table IV. 




















TABLE IV 
Army Forms Eighth Army 
Treatment | | 
Cases | Deaths Fatality °% Cases | Deaths | Fatality % 
as .1 38-1 2. ae 27 9 33-4 
Class 2 oe -, a ee 60-4 43 25 58-2 
Class 3 <i 33 31 90-4 8 8 100-0 
: | 








It is clear that when the recommended treatment was given 
as soon as was practicable the fatality rate was significantly 
lower than when treatment was delayed or inadequate. The 
effect is still more striking in those cases in which the disease 
developed after admission of the patient to hospital, where 
it is possible that the diagnosis was made at an earlier stage 
of the disease. The fatality rate in this group (Table V) was 
only 22% ; moreover, 2 out of the 4 deaths were considered 
to be due to complicating factors, the men having recovered 
from the acute stage of the disease. 


TABLE V.—Cases from Army Form I 124] 











Established on Admission Developed in Hospital 
Treatment | e 
Cases | Deaths | Fatality % Cases | Deaths | Fatality % 
Class 1 ~ 17 8 47-0 18 4 22:2 
Class 2 e 20 12 60-0 38 23 60-6 























Fatality Rates at Different Phases of the Campaign.—It will 
be seen from Table I that the fatality rate in Sicily and in 
the first three months of the Italian campaign was very high 
but since November has been appreciably reduced. At the 


same time there was an improvement in the level of treatment, 
for the proportion of patients receiving first-class treatment, 
as defined above, rose from less than 20% to more than 40%, 
and the proportion receiving the third class of treatment fell. 








It is noteworthy that the reduction in the fatality rate tu 
place: during bitter winter fighting and at a time when the 



























TABLE VI 
le a. ee oe pode ——_ 
Army Forms Eighth Army 
fal % of Cases % of Cases 
No. No. ——_ 
Class 1 | Class 2 | Class 3 Class 1 | Class 2 Class} 
ta 
Sicily  .. | 31 10 SS a ee eR See — a 
Sept.-Nov. | 43 23 47 30 | 48 20 66 14 
Dec.-Feb. in 42 39 | #19 |30!] 57 37 | ;. 
5 ee a ae. eae ee Ee ne 3 














difficulties and delays of evacuation were more serious thay 
in the early part of the campaign. It appears, therefore, that 
the reduction is directly related to the improvement in the 
level of treatment. In the Eighth Army this is attributable 
both to increasing experience among the many surgeons ne 
posted from the United Kingdom and from North Africa, ang 
also to the active supervision of the Consulting Surgeon, Eighth 
Army, which led to a great improvement in surgical practice 
in forward areas. 

Comment 4 

Although in recent years stress has rightly been laid on th 

value of antitoxin therapy and chemotherapy, these measupg 
are no substitute for adequate operative treatment; th 
intelligent combination of all three measures can alone ensure 
success. It has not been possible in this and in other serig 
of cases to assess the value of sulphonamides, which up to the. 
present have been the drugs commonly used in treatment; 
practically all patients have received them, and it is probably 
fair to assume that they are of some, though clearly not of 
striking, benefit. The point which we wish to emphasize js” 
that when two measures which are inherently of value in the’ 
treatment of gas gangrene—i.e., surgical measures and antitoxin 
therapy—were instituted with speed and efficiency, the case 
fatality rate was very substantially reduced. With an increased 
use of drugs which are more effective against clostridia than 
the sulphonamides alone (such as penicillin or proflavine- 
sulphathiazole mixtures) in addition to these two measures, a 
further decrease in the fatality rate may be expected. 





Administration of Antitoxin and Drugs 


Antitoxin should be given as early as possible in the disease; 
the time-honoured custom of delaying its administration until 
after operation has nothing to recommend it and may do 
incalculable harm. The route of choice is the intravenous; 
the dosage will vary with the clinical signs, but should not 
be less than 50,000 units of the polyvalent antitoxin, and if th 
patient is at all toxic it should be 100,000 units or more. A 
similar dose may be given in four to six hours if thought 
necessary. A decrease in pulse rate‘is usually a reliable sign 
of diminishing toxaemia. It is preferable to give the antitoxin 
in small volume rather, than spread out the dose over many 
hours. in an intravenous drip. This is especially important i 
the early stages of the disease, when the antitoxin should 
always be given by syringe. Acute anaphylactic reactions have 
been extremely rare. 

Penicillin was used in three cases personally observed, a 
follows: 

(i) Initial dose—24,000 units of sodium penicillin intramuscularly, 

given on the operating-table. 

(ii) Three hours later—sodium penicillin ina slow intravenous dri 

at the rate of 5,000-6,000 units an hour; continued for 24 to 
48 hours. 

(iii) The usual dose of polyvalent antitoxin (50,000—100,000 1.U. 

was given intravenously, and repeated if necessary. 


In our experience* this was found satisfactory. Little difficult 
was encountered in giving the penicillin in a continuous dri 
transfusion. No reactions were observed, and the results we 
most encouraging. 














Prophylaxis with Antitoxin 
The routine use of antitoxin as a prophylactic was recom 
mended in Italy, the suggested dose being 16,500 .U. of the 


* These observations were made in conjunction with Lieut.-Col. 
J. S. Jeffrey, Surgical Penicillin Officer, who is continuing the work. 
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polyvalent antitoxin, given intramuscularly to casualties con- 
sidered prone to gas gangrene—i.e., those with severe wounds 
of the buttock, thigh, or shoulder, with compound fractures 
of the femur, or with penetrating wounds in which primary 
surgical treatment had been delayed more than 24 hours. From 
personal observations and from a knowledge of the amount 
of antitoxin used, we feel confident that these instructions were 
conscientiously carried out. 

Between 13 and 14% of all battle casualties received pro- 
phylactic antitoxin. This figure, which is rather higher than 
had been anticipated, is based on an analysis of the operation 
books and records of nine surgeons who were working in the 
forward areas throughout the period in question, and involves 
2,438 entries. There is no reliable information concerning 
the average time between wounding and the administration 
of the antitoxin, but since antitoxin was never given in front 
of the forward surgical centres, some estimate can be made 
on the basis of the average operative delay. The limiting times 
in the present series were 54 hours and 3 days 6 hours, but 
the great majority of the patients were first seen by the surgeon 
in the 12-24 hours period after wounding. From a single 
run of 256 casualties admitted in a 36-hours period to one 
C.C.S., 26 received prophylactic antitoxin at an average time 
of 20 hours after wounding, and this is probably a very fair 
figure for the entire campaign. 

It was not possible, in field conditions, to obtain the data 
which would show whether the administration of antitoxin had 
reduced the incidence of gas gangrene among those who were 
most likely to develop it, but one very interesting fact was 
observed. Full details are available concerning 75 out of the 
78 cases occurring in the Eighth Army between Sept. 1 and 
Dec. 31, 1943. In 34 patients who received prophylactic anti- 
toxin the mean incubation period of the disease was 68 hours : 
in 41 patients who had not received antitoxin (presumably 
because they were not considered likely to develop gas 
gangrene) the mean incubation period was 33 hours. This 
marked increase in the incubation time of the disease in the 
patients who had received antitoxin is at least indicative of 
the value of prophylaxis, particularly in view of the delay in 
administration ; it may be recalled that the decrease in the 
incidence of tetanus upon the introduction of prophylactic 
tetanus antitoxin was accompanied by an increase in the 
incubation time in those who developed the disease. 


Summary 


Cases of gas gangrene occurring in the Central Mediterranean 
Force between July, 1943, and February, 1944, have been studied both 
in the field and by an analysis of Army Form I 1241. 


The fatality rate, which was high in Sicily and in the early part 
of the campaign, fell sharply in December, 1943. It has been shown 
that this fall was coincident with an improvement in the general 
standard of treatment. 


The case-fatality rate was lowest among those who received within 
6 hours of diagnosis both surgical treatment and an intravenous 
dose of at least 50,000 units of polyvalent antitoxin. 


Some evidence indicative of the value of antitoxin as a prophylactic 
has been presented. 


Thanks are due to the D.G., A.M.S., for access to the case reports, 
to D.D.M.S. and Consulting Surgeon, Eighth Army, for the granting 
of facilities for the field investigation, and to Dr. E. Lewis-Faning 
for his help with the analyses. 


REFERENCES 


Macfarlane, M. G. (1943). British Medical Journal, 2, 636: 
MacLennan, J. D. (1943). Lancet, 2, 63, 94, 123. 

—— (1944a). Ibid., 1, 203. 

—— (1944b). In the press. 

Pulvertaft, R. J. V. (1943). Lancet, 2, 1. 

Wiles, P. (1944). Ibid., 1, 523. 








R. C. Murphy (New Engl. J. Med., 1944, 250, 69) records a case of 
Stevens-Johnson’s disease—an eruptive fever involving the mouth 
and eyes, described in 1922. It is characterized by an acute, some- 
limes fulminating, Onset with fever and prostration, erythematous 
generalized rash, and severe stomatitis followed by sloughing. With 
occasional exceptions the conjunctivae are involved. The usual 


period until resolution of the skin. lesions is about three weeks. 
Nothing has been revealed by laboratory examination. The age 
limits are 22 months to 16 years. 
13 confined to male children. 


With rare exceptions the disease 





FRACTURE OF THE CARPAL SCAPHOID 


BY 


JEFFREY M. ROBERTSON, M.B., B.S. 
Surg. Lieut.-Cmdr., R.N.V.R. 


AND 


R. D. WILKINS, M.R.C.S., L.R.C.P. 
Surg. Lieut., R.N.V.R. 


In the practice of the fracture clinic at a Royal Naval hospital 
during two and a half years of war we have been impressed 
by the frequency of fracture of the carpal scaphoid in the 
young healthy adult male. This article is an analysis of our 
experience of this lesion. We also make a very strong plea 
for the recognition of this important drain on man-power. 
By early diagnosis and adequate treatment prolonged dis- 
ability can be avoided and many useful men returned to duty 
who otherwise would waste many months in invalidism. Wilson 
states that 86% of carpal injuries involve the scaphoid. Hook 
and Boone (1936), of the United States Naval Service, in their 
analysis quote figures of one in ten compared with other carpal 
injuries. Unfortunately most recorded figures do not state the 
types of lesion included. Our own series includes only 
fractured scaphoids and Colles fractures. 

In the period under review there have been treated at this 
hospital 100 fractured scaphoids, compared with 58 Colles 
fractures. The patients have all been sailors or airmen 
between the ages of 17 and 50, the average age being 27 years. 
Many of these men had received an injury at sea or on an 
isolated station with no facilities for radiological examination. 
We would urge that had they all been treated as possible 
fractures from the start and been immobilized, much loss 
of valuable time would have been avoided. 


Aetiology 

Scaphoid fracture has almost always been caused by a fall 
on the outstretched hand or a forced and unguarded dorsi- 
flexion of the wrist. A number of cases have come to our 
notice with a history of recent injury but with the radiological 
findings of an old ununited fracture of the scaphoid. These 
men had been able to carry on for years with no other 
symptoms than a slight weakness of the wrist. It is considered 
that the real cause of their disability is the lighting-up of 
osteo-arthritis consequent on their original injury, rather than 
on the fracture per se. 

Symptoms and Signs 

These may be no more than a “sprain” of the wrist, and 
herein lies the potential danger of overlooking a fracture. It 
is a platitude, for the repetition of which no apology is given, 
that all sprains should be x-rayed if possible and all doubtful 
cases treated as fractures. 

The nearest approach to classical signs of scaphoid injury 
are pain, tenderness, and swelling in the “anatomical snuff- 
box.” Another sign sometimes obtained is pain on percussion 
of the tip of the thumb held in extension. In the presence 
of these signs, even if the radiological findings are negative, 
nothing is lost by immobilization for a fortnight in plaster- 
of-Paris. Radiological examination at the end of this time 
will clearly demonstrate a fracture if present, and a very 
valuable fortnight of immobilization will have been gained. 


Radiology 


These fractures can be extremely difficult to demonstrate, 
especially in the early stages. It is our practice to take four 
views of the bone—i.e., antero-posterior, lateral, and the two 
obliques. The commonest site of injury is across the waist 
of the bone, and it is here that a most careful search must 
be made. 

The earliest lesion may show only a “ hair-line ” crack. This 
can sometimes be made more obvious by forced ulnar devia- 
tion of the wrist, which tends to open the crack in the scaphoid 
by the pull of the medial collateral ligament. After ten days 
the crack may become more obvious owing to the physiological 
hyperaemia of repair producing osteoporosis. Herein lies the 
importance of a later radiograph in doubtful cases of sprain. 
This osteoporosis may in a small number of cases progress to 
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a cystic appearance in the middle of the bone (Fig. 1), and 
should be completely reossified before union can be considered 
secure. It should not be mistaken for a similar cystic appear- 
ance throughout the bone which is sometimes seen in men 
who use traumatizing tools—e.g., pneumatic road drills or 

















Fic. 1.—Typical cystic appearance sometimes seen in the 
fracture line during the process of repair, due to hyperaemic 
decalcification. 








Fic. 2.—Multiple carpal cysts with pathological fracture of 
right carpal scaphoid. Patient a dockyard worker who had used 
a small pneumatic drill over a long period. Drill required 
support of right hand only. No bony abnormality of left carpal 
bones. 


riveting machines (Fig. 2). A less common and not so impor- 
tant injury, demonstrated radidlogically, is a separation of the 
tubercle of the scaphoid. 

In cases with delayed union varying degrees of avascular 
necrosis of the fragments, sclerosis of the fracture edges, and 
osteo-arthritis will be demonstrated. This necrosis must not 
be confused with the avascularity of the proximal fragment 
compared with the osteoporosis of the more richly vascularized 
distal portion of the bone that is sometimes seen. This 
imbalance is noted chiefly at about the second month, and 
tends to be restored as healing proceeds. In cases in which 
union has been long delayed this avascularity may persist 
and remain, with consequent destruction “of the articular 
cartilage and the laying of the foundations of osteo-arthritis. 


Treatment 

It has been our practice to immobilize in plaster-of-Paris 
all cases of suspected scaphoid injury. This routine is carried 
out in both the early and the late cases, whatever the radio- 
logical findings may be. By adopting this measure early cases 
are not overlooked, and those late cases that will unite with 
immobilization are given a chance of doing so. As stressed 
by Watson-Jones, this immobilization must be adequate and 
continuous, and be prolonged until either complete union has 
taken place or non-union has become established. 

The type of cast used is an unpadded plaster from the 
upper forearm to the metacarpal heads. Slight dorsiflexion, 





rr 
with the thumb in line with the long axis of the radius and 
slight radial deviation, is the position of choice (Fig. 3), For 
a period we exaggerated these positions, as recommended by 
Buxton, but found that thereby the discomfort of the patient 
was considerably increased without there being a corresponding 
improvement in healing-time. The first metacarpo-phalangea| 
joint is immobilized, and on the palmar surface the plaster 
is brought only to the proximal crease in order to allow full 
flexion of the fingers. Care is taken to mould well into the 
palm to ensure no movement in the carpus. 

At this point we would stress the importance of impressing 
on patients the need for continuous immobilization. The least 
crack or weakening of the plaster must be at once reported 
and put right. 














Fic. 3.—Type of cast and position of thumb. 


Results 


Of our cases 52 were diagnosed and treated within seven 
days of injury, and all of them had clinical and radiological 
union, with an average period of immobilization of 11.16 weeks 
(Table I). All cases were checked by further radiological 
examination a fortnight after removal of the plaster. 


TABLE 1.—Results of Plaster Treatment 





Non- 
union 


No. of 


Gunes Union 





Treated within 7 days of injury ws nee $2 } 
United plaster-of-Paris only; average 52 | 
time, 11-16 weeks 
Treated after 7 days of injury .% a 48 H 
United plaster-of-Paris only; average | 
time, 26 weeks | 
Ununited : | 
Severe osteo-arthritis and invalided 
No osteo-arthritis and sent to duty | 
Slight osteo-arthritis and sent to light duty | 
Operation and duty or light duty 
Operation and invalided .. eye So | 
Operation disposal unknown ee, | 
Final state and disposal unknown .. os | | 


13 





De wonrwhy 








Of the remaining 48 cases—all of which were seen at periods 
ranging from one week to several months or even years after 
injury—a further 13 united with plaster only, but with an 
average immobilization period of 26 weeks. The [longest 
period of immobilization resulting in union was 60 weeks. 
Patience in this case was indeed a virtue well rewarded. 
Established non-union occurred in 29 of these late cases. By 
this we mean radiological separation of the fragments with 
marked sclerosis of the fracture edges (Fig. 4). This may 
often be associated with avascular necrosis of the proximal 
fragment. Of these cases, two were discharged from the 
Service as unfit for any further work involving the wrist 
Details of these two cases are given to show the lamentable 
story which may follow a missed diagnosis of this very 
amenable lesion. 
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Case 1.—This patient, aged 41, was diagnosed as having a frac- 
tured scaphoid five months after injury. Two and a half years’ 
immobilization in plaster was employed, during which three unsuc- 
cessful bone-graft. operations were performed at an E.M.S. ortho- 
paedic hospital. Advanced osteo-arthritis and severe disability 
resulted. 

Case 2.—The patient, aged 37, was first seen five years after injury. 
There was then a good deal of sclerosis, and non-union. had resulted. 
The wrist was immobilized for 40 weeks with no improvement, and 
osteo-arthritis and severe disability resulted. 


In three cases of non-union the men were cischarged to 
full duty. These were all late cases, but had been fortunate 
in having. a good range of movement and no osteo-arthritic 








Fic. 4.—Established non-union with marked sclerosis of both 
fragments and early osteo-arthritic change. ~ 


changes. In 12 cases of established non-union which had 
no other treatment than prolonged immobilization the men 
were discharged to light duty. Most of these cases showed 
some degree of osteo-arthritis and disability of the wrist: 
these patients were all men who were especially valuable to 
the Service by reason of technical knowledge and experience. 

Twelve cases of non-union received operative treatment. 
These operations were performed at various hospitals: the 
results are set out in Table II. It will be noted that union 
was obtained in a further five of these cases ; two had osteo- 
arthritic changes. Three of the five returned to duty: one 
was invalided owing to the severity of the disability ; and 
the disposal of the fifth is unknown. The two cases of excision 
of the proximal fragment developed osteo-arthritis, but were 
fit for further service. Of the remaining five, two had to be 
invalided with non-union and arthritis and three went to light 
duty with non-union and arthritis. 


TABLE II.—J2 Operation Cases 






































Type of ' Total Treatment Osteo- . 
Operation No. Period Result arthritis Disposal 
Bone graft 3 (i) 32 weeks Union Absent Duty 
(ii) 40g, ae Present es 
(inj 32... Non-union 55 Invalided 
from Service 
Excision of | 2 (i) 20 weeks Re Duty 
proximal (ii) Not known iy Light duty 
fragment . 
Drilling 7 (i) 32 weeks Non-union Light duty 
(ii) Not known re 5 Invalided 
(ili) 36 weeks Union Absent Duty 
| (iv) 68 ,, a Present Invalided 
CW) RG 4 Non-union Ee Light duty 
(va) 16) 3, Union Absent Not known 
(vii) 20 ,, Non-union | Present Light duty 








Thus it is shown that operative treatment is essentially a last 
resort and the results may be disappointing. The chief reason 


for this is the apparent inevitability of osteo-arthritic changes. 


The records of the remaining six cases of the series cannot 
be traced, and they are included only to show the relative 
frequency of the scaphoid lesion in wrist-joint injuries. 


TaBLe III.—Final Results in the Series of 100 Cases 


Cas2s 
United as oa ve Ae oa % 7) 
Disposal: 
Resumed ull duty - % a us a 7? 
Resumed light duty a “e <A i * 16 
Invalided °. ae Se a _ 5 


7 
/ 


Final disposal unknown ag 


Multiple Carpal Fractures associated with Fractured Scaphoid 


Two cases were associated with Colles’s fracture of the 
lower end of the radius. There was one case of bilateral 
fracture of the scaphoid caused by falling backwards on to 
both wrists. One united in three and the other in four months. 
There was one case of fracture of the tubercle of the scaphoid 
together with fracture of the os magnum. Sound, union 
occurred in nine weeks. One case of fracture of the body 
of the scaphoid occurred together with fracture of the 
trapezium and trapezoid. Prolonged immobilization was unsuc- 
cessful, and osteo-arthritis of the carpus resulted. One fractured 
scaphoid tubercle was associated with a Bennett’s fracture, and 
both united in six weeks. 

An unusual case was seen in a man aged 35 whose case 
was diagnosed one week after injury as a fracture of the waist 
of the scaphoid. After three months’ immobilization union 
had taken place. He continued to have a painful wrist, and 
two months later developed a cold abscess in the region of 
the scaphoid. This was aspirated and proved to be tuberculous. 
There were radiological findings of tuberculous disease of the 
scaphoid, and he was transferred to an E.M.S. hospital for 
further treatment. ; 
Summary 

An analysis of 100 cases of fractured scaphoid in a continuous 
series of 158 wrist-joint injuries is given. 

The importance of not overlooking injury to the carpal scaphoid 
in young adults with “ sprained wrist ’’ is stressed. 

The value of early and adequate plaster-of-Paris immobilization 
is proved, and a plea is urged for early plaster even in the absence 
of radiological facilities or positive diagnosis. 

Operation in a small number of late cases may preserve some 
utility in the affected wrist. 

We wish to thank Surg. Rear-Admiral Twigg for kind permission 
to publish this paper. We are also very grateful to Miss lrene 
Lindsay, V.A.D., for invaluable assistance in collecting and compil- 
ing our records, and are indebted to Surg. Cmdr. Pankridge for his 
assistance with the radiology. 
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EPIDEMIC INFECTIVE HEPATITIS IN 
GLOUCESTERSHIRE 


BY 


J. S. COOKSON, M.D., D.P.H., Barrister-at-Law 
Deputy County Medical Officer of Gloucestershire 


Although infective hepatitis is not at present a notifiable 
disease, as many as 246 cases were reported in Gloucestershire 
during 1943. Most of these occurred in children attending 
elementary schools, the remainder in children in residential 
nurseries ; and the behaviour of the disease was so different 
in the two types of community that it seemed worth recording. 
It is hoped that the outbreaks in residential nurseries will be 
of some epidemiological interest, since children and staff seem 
to make, so far as is practicable, a closed-herd community. 
Lisney (1937) and Newman (1942) have described outbreaks 
in schools, and Evans (1942) and Hallgren (1942) have 
recorded outbreaks in institutions which are practically closed 
communities. 
Observations 
(a) Elementary Schools 


From elementary schools with a total attendance of 40,000 
the number of cases of infective hepatitis reported during the 
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year was 224. These cases were distributed among 59 schools. 
The usual means of spread was exemplified by an outbreak 
at Picklenash School, Newent, where out of 411 children some 


46 were infected during the year. 


In the early stages only 


occasional single cases occurred at intervals of one or several 
months (when the infection was presumably smouldering), and 
it was not until April, 1943, that the outbreak took on epidemic 


proportions. 
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Chart of weekly incidence of cases at Picklenash School, 


Newent. 


The epidemic ran its course in much the same manner as 
other recorded outbreaks. The infection was scattered through- 
out all classes, and no particular age group and neither sex 
was specially affected. The incubation period, determined from 
the onset of the first case to the next one in the same family, 


was about four weeks. 


It is, of course, realized that an incuba- 


tion period determined in this way is only the maximum, since 
clearly the first case was infectious after the onset of symptoms 
and signs. In accordance with regulations, the head teacher 
excluded home contacts for four weeks from the date of last 
contact with a case before the latter’s release from isolation. 
In addition he used his discretion in regard to suspicious cases, 
usually excluding these for a week and then readmitting them 
if no jaundice had developed. 


(b) Residential Nurseries 


Outbreaks of epidemic infective hepatitis occurred in two 
residential nurseries, and the infection attacked the children 


in an entirely different manner from that noted 


elementary schools. 


in the 


In the Stanley Park Residential Nursery 
no cases had previously been recorded, and then suddenly, out 
of a population at risk of 41 children and 16 staff, some 
9 children were affected within the course of 14 days. 


TaBLe I.—Stanley Park Residential Nursery 
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Date of -, | Diar- Con- dice: | Dark Pale 
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} | Onset 
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7 | Ei 2 12/10/43 — ~ _ 1 + + 
8 F 2 14/10/48 | — | + —- 3 + + 
9 | F | 2 | 15/10/43 et aa + 4 + + 
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In the Bownhill Farm Residential Nursery no cases had 
occurred previously, and then, out of a population at risk of 
25 children and 11 staff, 11 children and 1 of the staff were 


affected within 11 days. 


No other cases occurred other than 


TasBLe II.—Bownhill Farm Residential Nursery 
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i, 
a member of the nursery staff who developed the disease 
a month after the onset of the last case among the children 


Clinical Course in Residential Nurseries 


The children in the nurseries could be kept under clog 
observation, and it was possible to make a day-to-day record 
of the course of the disease. In most cases there was ho 
difficulty in diagnosis: typically the illness started with an 
attack of vomiting and a moderate rise of temperature, py, 
in one case the temperature rose to 106.8° F. Dark urine 
and pale stools were usually present the day before the jaundice 
appeared. This generally developed about the third day of the 
disease, but in some cases it appeared as early as the first 
day and in others as late as the seventh day. When the children 
developed jaundice they usually began to feel better. A sag, 
was not uncommonly present. As a rule this was urticaria) 
probably caused by scratching as a result of skin irritation 
but in a small number of cases a maculo-papular rash appeared 
across the back of the shoulders on the sixth day and late; 
extended to the abdomen. The rash came out quickly, ang 
faded gradually over several days. 


Epidemiological Features 
(a) Elementary Schools 


For several years occasional sporadic cases of infective 
hepatitis have occurred in widely separated parts of Gloucester. 
shire, but not until 1943 was the incidence in any one place 
so high as to merit the disease being described as epidemic. 
Since the disease is not notifiable, the recorded cases form 
only a small percentage of the total number, as the disease 
was widespread and school-children were by no means the 
only age group affected, but they give a general indicatioy 
as to distribution. In the urban areas the disease did no; 
seem as prevalent as in the more sparsely populated areas, 
Two new factors, however, have possibly facilitated its rapid 
dispersal—the fact that in many villages war workers are 
now taken from their homes to their factories each day by 
motor-bus, and also that the older children are collected from 
their homes and taken to senior schools daily. 


No difference clinically was noted between the sporadic and 


the epidemic cases. When the first case occurred in an 
elementary school there seemed to be no way of telling whether 


it would be the only case or whether a substantial number” 


of other children would be affected. Presumably this fluctua- 
tion’ in attack rate must be due to the children’s degree of 
susceptibility to infection and to some local environmental 
factors, which together favour or limit the spread. 

In the outbreaks im the elementary schools the infection ran 
its. anticipated course. Cases cropped up fairly regularly a 
approximately monthly intervals with occasional gaps of two 
months, infection presumably being from case to case with 
an incubation period of one month, missed or subclinical cases 
filling the gaps; this is not surprising in view of the mildness 
of some cases (Newman, 1942). This series of cases was, 
however, not at all the type to be expected if the infection 
was waterborne. 

(b) Residential Nurseries 


As has been stated, in both residential nurseries the out 
breaks ran courses entirely different from those recorded in 
the elementary schools. In the Stanley Park Residential 
Nursery many of the children had suffered from an unfortunate 
outbreak of stomatitis about a month before the first case 
of infective hepatitis. But the children who subsequently had 
infective hepatitis were not necessarily those who earlier had 
stomatitis. Attention is drawn to this, since other epidemics 
have been associated with certain nasopharyngeal conditions. 
Glover and Wilson (1931) describe an outbreak associated 
with sore throats, and McFarlan (1941) records an outbreak 
associated with measles. Assuming the usual long incubation 
period of one month (Pickles, 1939), it is impossible to explain 
this type of outbreak on the basis of case-to-case spread. It 
seems much more probable that the children received the 
pathogenic agent from a common source. The outbreak might 
be described as explosive. Superficially it had certain resem- 
blances to a waterborne spread, but examination revealed the 
water to be of a satisfactory quality. After considerable 
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difficulty, information was elicited that a mother had visited 
the nursery 34 days before the onset of the first case. She 
had recently had jaundice, and had only been discharged from 
hospital several days previously. She spent a short. time one 
afternoon playing with the children at the nursery, and it 
would seem probable that all the cases were infected from 
this one source. This degree of infectivity, even associated 
with a susceptible child population, is most striking. 

In the outbreak at Bownhill Farm Residential Nursery there 
was again a resemblance to a waterborne epidemic. It seemed 
probable that the children had received the pathogenic agent 
from a common source, but I was entirely unable to trace a 
contact, either direct or indirect, with a known case of infective 
hepatitis. On examination of the ‘water and the source of 
supply a remarkable state of affairs was found to exist. The 
water was gathered by pipes to a collecting chamber from 
three sources—A, B, and C. Sources B and C were still active, 
but source A had practically dried up. At the collecting 
chamber a pumping engine had been installed which pumped 
the water from sources B and C up the pipe to source A, 
which was now used as a reservoir, giving the necessary 
gravitation for the house supply. Since this source A was 
situated in a midden it was not surprising that the water showed 
a considerable degree of pollution. The gathering-ground of 
all three sources was carefully examined ; but no human beings 
lived there, and only cattle and sheep were pastured on the 
All that could be discovered was that the water 
was badly polluted, and further evidence would be required 
to show that this was the cause of the outbreak. Although 
an outbreak of waterLorne epidemic infective hepatitis has 
been described by Hallgren (1942), it would need far more 
evidence than mere pollution of the water to prove conclusively 
that the children at Bownhill Farm Residential Nursery were 
infected by the water supply. There is also the marked 
similarity to the outbreak at Stanley Park Residential Nursery, 
where the disease was shown to be introduced by an infected 
person. 

Summary and Conclusions 

A short epidemiological account is given of 246 cases of infective 
hepatitis which occurred in Gloucestershire in 1943. 

An- outbreak is described in an elementary school, where the 
infection ran its expected course. 

This is contrasted with the outbreaks in two residential nurseries, 
which were explosive in type, infection probably being from some 
common source. 

In one residential nursery the source of infection is presumed to 
be an infectious visitor, 34 days before the first case. 

In the other residential nursery no such contact was found; the 
possibility of the infection being waterborne is discussed, but is 
rejected. 

A brief clinical account is given of the children infected with 
infective hepatitis in two residential nurseries. 

I am indebted to Dr. H. K. Cowan, County Medical Officer, 
for his help and for permission to publish the results of these 
investigations. - 
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The Surrey Hospitals Divisional Council, formed under the 
auspices of the Nuffield Provincial Hospitals Trust, has widened its 
area to include the county borough of Croydon, four of whose 
representatives now participate in the Council’s work. This inclusion 
has eased the task of the Planning Committee, which has issued a 
draft scheme for the co-ordination and extension of the hospital 
services.'in the county. The scheme includes key, main, and local 
hospitals, specifying the proposed functions of each and suggesting 
the minimum services and departments which might reasonably be 
expected. The greatest shortage of accommodation is in the north- 
west section of the-Council’s area, where no hospital exists which 
could perform the functions of a main hospital. The draft plan has 
been sent to the constituent bodies—that is, the various hospitals 
in the county, the local authorities, and a number of voluntary 
organizations, central and local—for their observations. A survey 
of maternity accommodation and of special hospitals is now being 
undertaken. 


EXPERIMENTS ON SCABIES PROPHYLAXIS 


BY 


KENNETH MELLANBY, Sc.D. 
Major, R.A.M.C. 


With our present knowledge there should be little difficulty in 
treating and curing all cases of scabies as soon as these are 
diagnosed, but a great advance would be made if we could 
discover a method of scabies prophylaxis which would prevent 
infection from taking place. Farmers have long been faced 
with a similar problem, and infestation of sheep by mites is 
kept under control and has even been completely eliminated in 
some countries by universal “ dipping.” So far it has not been 
possible to devise anything so satisfactory that is practicable 
for use with man, though Percival (1942) has suggested that the 
whole population of Britain might be simultaneously treated 
with sulphur ointment to try to eradicate the disease. For 
prophylaxis some method is needed which is safe, efficient, 
simple, and cheap. 

An experiment was made to try, against human scabies; a 
standard sheep dip supplied by the Cooper Technical Bureau, 
as this is inexpensive and could be made available in large 
quantities. Having previously determined that immersion for 
three minutes could be well tolerated ‘by most individuals, two 
men suffering from scabies were immersed for that period in 
a bath of sheep dip at a temperature of approximately 20° C. 
and then the liquid remaining on their skin was allowed to dry. 
Less than 50% of the mites were found to be dead after re- 
examination 24 hours later. As this method will not cure 
human scabies satisfactorily it can hardly be effective as a 
prophylactic. No doubt the satisfactory results obtained with 
sheep are due to the quantity of dip which remains in the wool 
and so in contact with the parasites. 

I have little doubt that universal dipping with benzyl benzoate 
emulsion would prove completely successful in wiping out 
scabies. One experiment on these lines may be quoted. In a 
Midland mental hospital scabies presented a major problem 
among the female patients. Out of a sample of 183 which were 
carefully examined, 48 cases of scabies—i.e., 26%. —were found. 
The treatment of scabies among these patients had presented a 
major problem to the staff for a long period. On two consecu- 
tive dates in September, 1942, the female patients (804 in all) 
were given a single treatment with benzyl benzoate emulsion, 
which was painted all over the body ; the staff of the hospital 
were also very thoroughly examined and any positive cases 
treated. No bath was taken before the treatment. Since that 
date scabies has given no further trouble, and enly a negligible 
number of cases had been found. This demonstrated con- 
clusively that in a population showing a high incidence of 
endemic scabies a single treatment of all individuals will effec- 
tively wipe out the complaint; but, as will be shown below, it 
is essential that all the members of every household should be 
treated. Unfortunately there is available neither the benzyl 
benzoate nor the technical assistance to institute universal treat- 
ment, and, also, new legislation would be needed to ensure 
success. 


* We know that in human scabies the vast majority of the para- 
sites are found on the hands and wrists (Johnson and Mellanby, 
1942), and it was therefore thought that, instead of a universal 
programme of “dipping,” it might be possible to obtain satis- 
factory results by treating this restricted area of the body with 
benzyl benzoate. Work on these lines was carried out among 
several groups, constituted as follows: (a) W.A.A.F. members 
of balloon crews; (b) school-children in a large county 
borough ; (c) school-children in an urban borough ; (d) school- 
children in what was technically a rural district but in which 
mining was the main industry. Unfortunately, Service require- 
ments were such that the membership of the first group changed 
so frequently that no conclusive results could be obtained, but 
the school-children were all under observation for a considerable 
period. 
Procedure with School-children 

The same procedure was adopted for all the children con- 
cerned. On the first visit their hands and wrists were examined 
and those with Sarcoptes in burrows noted. In all these pre- 
liminary examinations it was possible to verify the diagnosis 
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by the removal of live parasites. The names of these children 
with scabies were reported to the School Medical Service, which 
took action regarding their treatment. Immediately after 
examining each child a quantity—approximately 1 c.cm.—of 
benzyl benzoate was placed on the palm of one hand, and this 
was rubbed into both hands and wrists without delay. This 
was repeated at approximately fortnightly intervals for twelve 
visits. Unfortunately for the possibility of assessing the experi- 
mental results in a simple manner, whenever a case of scabies 
was found it was necessary for it to be reported, and the child 
was excluded from school for treatment. This meant that the 
falling incidence might be due to two causes—either the action 
of the benzyl benzoate on the hands and wrists or the exclu- 
sion of chronic cases of scabies and the treatment of their 
families by the local health authorities. To try to get over 
this difficulty a “ control” group of children was selected. Here 
the fortnightly inspections were made and infected children 
were excluded from school, but no prophylactic benzyl benzoate 
was used. 

The results of this investigation, which incidentally necessi- 
tated over a quarter of a million individual examinations, are 
summarized in the accompanying Table. It will be seen that 
the incidence was reduced very considerably in every group. 


Table showing Results of Visits and Treatment on the Incidence 
of Scabies 








| Number | Incidence of Final 
District | or | eco Incidence as 
| Children | First | Twelfth Percentage 


Examined | Visit | Visit of Original 





(a) Benzyl Benzoate applied to Hands and Wrists 





County borcugh (industrial) 5% 9,962 1-48 | 0-23 15 

Borough (industrial and mining) . . | 2,526 2°57 0-71 28 

* Rural” district (mainly mining) | 536 2-10 1-13 54 
(6) No Benzyl Benzoate applied 


County borough .. ae of 5,928 | 2-13 | 0-43 | ~ 20 





The most striking results were obtained from the county 
borough, and here the control group gives some further data. 
Considering the control group first, it is obvious that a great 
decrease in scabies was brought about merely by inspections, 
with subsequent treatment. A greater decrease took place in 
the group from the county borough where the hands and 
wrists were treated with benzyl benzoate. Dr. J. O. Irwin has 
kindly examined the detailed data of this experiment, and he 
finds that the decrease in incidence of the “treated” group was 
significantly greater than that of the “control”; but, even so, 
it is obvious. that the extra trouble and expense of providing 
benzyl benzoate were very meagrely repaid. 


Practical Conclusions from Experiment 

The conclusion which may be drawn from this work with 
school-children is that frequent inspections by persons well used 
to recognizing scabies will serve to reduce the incidence of the 
disease very greatly provided that cases, when found, are 
treated speedily and efficiently, and provided that the whole 
family of each case is also treated. Even quicker results would 
be obtained, and many children would be saved from ever 
having scabies, if regular inspections coyld be made throughout 
the whole population. This may not be possible, but propa- 
ganda which will make people scabies-conscious and willing to 
seek proper treatment for themselves and their families as soon 
as they suspect scabies can have a similar result. Incidentally, 
the majority of the population seem still to rely on self-treat- 
ment with widely advertised “ remedies” that are either quite 
useless or improperly used, so that no cure is produced and 
the spread of the disease continues (Graham, 1944). 

One further point which emerges from this investigation is 
that it is very unlikely that children often contract scabies 
inside the school buildings. A statistical analysis of the inci- 
dence in the various classes reveals that cases were scattered 
entirely at random throughout each school without any 
significant concentration in any class. Furthermore, it was very 
rare indeed to find two cases of scabies in adjacent desks. 
There seems no doubt that scabies is caught out of school, 
mainly in the home, so that exclusion from school for this 
complaint is only essential because it is usually a necessary 
preliminary to ensuring proper treatment. If there is any delay 


a 
in starting the treatment then the child is unnecessarily deprived 
of a period of education. 

The occurrence of scabies in the Services may give some Clue 
to the possibility of preventing the spread of the disease in the 
rest of the population. Early in this war a great deal of scabies 
was found in the Army in Britain, and the incidence appeared to 
be higher than that among the civilian population. Further 
investigations showed that this was not in fact the case, ang 
the discrepancy was due to the frequent medical inspection of 
soldiers, so that their scabies was discovered while Civilians 
harboured the disease undetected. Furthermore, it seemed 
likely that most of the scabies in troops was derived from 
civilian sources and that little actual spread took place inside 
the Services. This view is supported by consideration of what 
happens among troops when abroad. Among British troops in 
North Africa, where there was very little contact between them 
and the civilian population, scabies was practically Non-existent 
and only to be found among recent arrivals from this country. 
Among isolated troops with efficient treatment of cases as they 
arise the disease rapidly disappears. It must be remembereg 
that scabies may have an “incubation period” of nearly two 
months (Mellanby, 1943). 

The facts described in this paper indicate that prevention of 
scabies is by no means a simple problem. If we could treat 
the whole of any population with benzyl benzoate we coylg 
wipe out the disease, but this is practicable only among limited 
and isolated communities where the incidence is substantial. On 
the other hand, if We can treat only part of the population—eg, 
soldiers on service without treating their families, or school- 
children without any treatment in the home—then complete 
control is impossible. Frequent inspections among a popula- 
tion aware of the danger of this disease, followed by proper 
treatment of the cases and all their contacts, seem the only 
universally satisfactory method. There is no short cut to the 
successful control of scabies. 


Summary 
Experiments necessitating a quarter of a million inspections of 
school-children suggest that scabies prophylaxis is not practicable, 
apart from the normal treatment of the disease. But frequent 
examinations by personnel experienced in the diagnosis of the disease 
will reveal numerous cases; their treatment and that of all contacts 
can rapidly reduce the incidence of scabies. 


It is necessary to allow the districts in which this work was done 
to remain anonymous; therefore I cannot acknowledge personally 
my gratitude to the various local authorities, medical officers, and 
teachers whose co-operation made the investigation possible. Most 
of the examinations of children were carried out by pacifist volun- 
teers who were subjects for various medical experiments at the Sorby 
Research Institute. The expenses of the investigation were met by 
the Ministry of Health and the Medical Research Council. 
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A Case of Pneumococcal Meningitis Treated 
Successfully with Sulphathiazole 


Although the recent literature contains records of the cure of 
pneumococcal meningitis by sulphonamides with or without 
serum, it was thought that the following case, successfully 
treated with sulphathiazole alone, might be of interest. 


Case ReEcorD 

The patient, a postmaster aged 56, was in his usual good health 
when he retired to bed at 10.30 p.m. on May 8. At 2 a.m..next day 
he vomited, and at 4.45 a.m. was found in the lavatory in a dazed 
condition. He was put to bed, but became very restless and 
irrational, and at 6 a.m. was seen by his doctor and given morphine 
ger. 1/4" At 9.30 a.m. he was admitted to hospital, unconscious. 
On examination he was lying curled up on his left side, deeply 
stuporous and incontinent. His temperature was 100° F., there was 
slight neck rigidity, Kernig’s sign was positive, and the pupils were 
small and equal and did not react to light. Apart from slight 
weakness of the right external rectus muscle, the cranial nerves 
appeared normal. The upper limbs were hypotonic but showed 
no paralysis; tendon-jerks were absent. The lower limbs were 
flexed, tone poor, knee-jerks diminished, and ankle-jerks present, 
the plantar response was extensor on the left side and flexor on the 
right. His pulse was 100, blood pressure 120/60; the apex beal 
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was half an inch outside the mid-clavicular line in the fifth inter- 
costal space, and a few extrasystoles could be heard. Examination 
of the chest, abdomen, and ears revealed nothing. _ ° 

Lumbar puncture was performed and turbid fluid was obtained ; 
pressure, 120 mm. water. It contained 2,000 cells per c.mm., of which 
98% were polymorphonuclears. No bacteria were seen in a direct 
smear, but a Type 18 pneumococcus was grown in pure culture. A 
blood count showed a leucocytosis of 22,500, of which 83.5% were 
neutrophil polymorphonuclears. Treatment with sulphathiazole was 
begun at 4 p.m. on May 9. Since oral administration was impossible, 
the soluble sodium salt was given intravenously, the patient receiv- 
ing 20 g. in 6 pints of glucose-saline in the first 24 hours. Subse- 
quently oral administration was possible, and he received 18 g. by 
this route in the second 24 hours and 24 g. during the next 48 hours, 
making a total of 62 g. in 96 hours. After a restless night the 

atient improved considerably during the course of May 10, becom- 
ing fully conscious and fully orientated by 4 p.m.; his temperature 
was then 100° F. and eye movements were normal. On the 11th 
improvement was maintained ; the pupils were normal and the chest 
clear. A herpetic eruption on the lips started at this time, becoming 
more severe and extending to the left cheek during the next two 
days; it was accompanied by stomatitis and glossitis.. On May 14 
the temperature had dropped to 98.4° F., and the C.S.F., which was 
under normal pressure, contained only a few degenerate polymorpho- 
nuclear leucocytes, and proved sterile even after cultivation in media 
containing p-aminobenzoic acid. The condition of his mouth was 
improving. On May 16 he had a shivering attack and, since recur- 
rence is common in this disease, a further course of 30 g. of sulpha- 
thiazole was given during the next four days. He continued to 
improve, however, and by May 24 was convalescent. He was dis- 
charged well on June 14, and has since returned to work. A primary 
focus of his infection was sought, with negative results; a radiograph 
of the chest (May 25) and of the accessory air sinuses (June 3) 
revealed nothing abnormal, and no focus in the middle ear could 
be discovered. 

I am indebted to Dr. W. A. Bullough, County Medical Officer of Essex, and 
to Dr. O. W. Chapman, acting medical superintendent of the hospital, for 
permission to publish this case, as well as to Dr. €. F. Barwell, pathologist to 
the hospital, for the laboratory investigations. 

C. GOING, 


- House-physician, St. Margaret’s Hospital, Epping. 


Treatment of Some Complications of Bacillary 
Dysentery 


The sulphaguanidine treatment of baciilary dysentery has certain 
drawbacks. The drug is expensive and a large dosage is 
required; being an oral remedy, it is often precluded by vomit- 
ing in cases which need it most. Sulphapyridine has the advan- 
tage of being cheap, and it was found by Paulley to be at least 
as good as sulphaguanidine. More important is the fact that 
sulphapyridine and sulphathiazole have soluble salts which can 
be injected in urgent cases. That this advantage has not yet 
been exploited is due to the telief that the action of the 


‘ sulphonamides in dysentery is exerted almost entirely within 


the lumen of the bowel. 

We have now used sulphapyridine in the treatment of over 
200 cases of bacillary dysentery in Lagos, injecting the drug 
intravenously in adults or intramuscularly into the scapular 
muscles in children whenever injection is indicated. Although 
our dysentery—practically all Flexner infections—might be 
expected to respond well to sulphonamides, it is often com- 
plicated by nutritional deficiencies of the vitamin B, complex. 
Gross signs of ariboflavinosis are very common in the adult 
population. Infantile pellagra (* kwashiorkor’”’) is a deficiency 
syndrome of high mortality often occasioned by gastro-enteri- 
tis. Having found that undiluted milk could be taken with 
impunity as soon as sulphonamide therapy was established, we 
have given it in quantity to meet the demand for fluid and to 
supply the nutritional deficiencies. In urgent cases we have 
injected a crude liver extract to supply the B, complex. The 
results in simple cases were, as might be expected, invariably 
good. In complicated cases the combined therapy came well 
up to theoretical expectations. 

The following cases illustrate our technique and results: 


Case 1.—An African male aged 25. Admitted June 11, 1943— 
Flexner dysentery of one-day duration. Stool greenish, watery, with 
lumps of blood-stained mucus: vomiting, tenesmus marked. On 
June 12 sodium sulphapyridine solution 1 g. given intravenously and 
1 g. every hour orally. Next day motions were brown and semi- 
formed, and thereafter no motion occurred for 3 days. 

Case 2.—An African male aged 5 months. Weight 7 Ib. 3 oz. 
Admitted May 14. 1943, for vomiting and diarrhoea of one week’s 
duration. Breast-fed (test feeds showed only 2 oz.). Red tongue, 
emaciated, oedema of feet, and desquamation. Given astringent 
mixture and supplementary feeds. On May 17 stools still frequent, 
green, and slimy. Eyes sunken and staring; blinking absent. Sodium 
sulphapyridine 0.3 g. intramuscularly and sulphathiazole 0.5 g. every 
hour orally. On May 19 the stool was greenish and formed ; eyelids 
blinked completely, but the child was drowsy—a condition which 
only too often precedes death in such cases. Two 2-c.cm. ampoules 
of exotrope were injected, after which improvement was rapid. 


African Hospital, Lagos. WitittaM HuGuHes, M.D., M.R.C.P. 
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HISTORY OF SCIENCE 

A Shorter History of Science. By Sir William Cecil Dampier, Sc.D., F.R.S. 

(Pp. 189; illustrated. 7s. 6d.) Cambridge: The University Press. 1944. 
Sir William Dampier’s History of Science and its Relations 
with Philosophy and Religion when first published in 1929 
met with such immediate success that a second edition was 
called for in the following year. In 1942 he undertook the 
laborious task of bringing the work up to date. Then he 
was asked for a straightforward story of the growth of science 
reduced to its simplest terms, and has written this Shorter 
History. We must confess that on seeing a book of 189 pages 
we feared it could only present a catalogue of names and 
discoveries. But those fears proved groundless, and his two 
expressed aims have been successfully achieved. ‘The first was 
to show how science, which now affects our lives so profoundly, 
reached its present predominance ; the second was to place 
science in its appropriate relationship with other methods of 
thought. It is the story of man’s attempts to understand the 
mysterious world in which he finds himself. He reminds us 
that “science did not germinate and grow on a healthy prairie 
of ignorance but in a noisome jungle of magic and superstition, 
which again and again choked the seedlings of knowledge,” 
while placing it to the credit of Scholasticism that it prepared 
men’s minds by teaching that the world was understandable. 

Though we miss some of the engaging philosophical com- 
ments of the larger book, there are some pointed sayings, of 
which a few samples must suffice. ‘The aether, if there be 
an aether, is now crowded with ‘wireless waves "—a con- 
sequence of Maxwell's equations—and however they are 
conveyed, it is certain ‘not on the air’” (p. 104). “In the 
absorption spectrum of chlorophyll the maximum absorption 
coincides with the maximum energy of the solar spectrum, a 
remarkable adaptation, however produced, of means to ends ” 
(p. 118). “It is impossible to predict the velocity of a 
particular molecule or the length of life of an individual man, 
but with a sufficient number of molecules or men we can deal 
with them statistically and say how many will move within 
certain velocities or how many will die within a given year. 
Statistical determination, but individual uncertainty ” (p. 96). 
“To the behaviourist a man is only a nexus of stimuli and 
responses, because the method of investigation, by its own 
definitions and axioms, is merely the study of the relations 
between stimuli and responses” (p. 137). “Ritual is prior 
to and dominant over any definite belief. Compare this with 
some forms of modern psychology, which say, ‘I react to 
Outer stimuli, and so I come to think’” (p. 141). Sir 
William Dampier gives undeserved commendation to Capt. 
Cook for his researches on antiscorbutic remedies, whereas 
in fact Cook did nothing to help and a good deal to hinder 
the work of his ship surgeon in that direction. 

The section on modern physics and astronomy is stiffer 
reading, and the ordinary reader may feel a sense of frustration 
at the admitted inability of the physicist to express his concep- 
tion of matter in anything but mathematical equations. We 
are left with the discouraging conclusion ‘that “a fundamental 
principle of uncertainty seems to lie at the base of our model 
of Nature,’ a change induced from the confident materialism 
of the last century, and due to the science which then seemed 
the most material—physics. But a healthy change, nevertheless. 

A book worth meditating over, for it is the outcome of a 
well-stored and critical mind, with a capacity for distinguishing 
the essential from the incidental. 


MAN’S ESSENTIAL DILEMMA 


Conscience and Society : A Study of the Psychological Prerequisites of Law 

and Order. By Ranyard West, M.D., D.Phil. (Pp. 260. 15s.) London: 

Methuen and Co. 1943. 
This book begins and continues as a philosophical discussion 
and ends as something like a tract. The sequel is unusual and 
does at any rate as much credit to the author’s heart as to 
his head. His principal thesis is that mankind’s essential 
dilemma is between mutual co-operation and mutual strife, 
which he relates respectively to an instinctive tendency to 
co-operation on the one hand and to aggressiveness on the 
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other. His principal postulate, which he claims to deduce 
from general observation, is that the former tendency is upper- 
most and that aggressiveness is strong only in the neurotic, 
who, in Dr. West’s conception, is by definition an individual 
suffering from the after-effects of disturbance of his emotional 
life after childhood. He starts with the hint, not subsequently so 
fully developed as such a fascinating task would make us wish, 
that the system of any philosopher is extremely dependent upon 
his personality and temperament, and in turn therefore upon 
complexes and the like which have arisen ‘on the, basis of his 
early experience. Hobbes, Locke, and Rousseau are quoted as 
illustrative examples. Freud’s philosophical excursions, based 
on his clinical experience, are held by the author to depend 
to a large extent on Freud’s own difficulties with his own 
instinctive impulses. These speculations are reinforced by 
reference to clinical cases treated by the author. 

The method of proceeding frony philosophy to philosopher 
and thence to a philosopher who has betrayed his own inner 
processes to some extent in his psycho-therapeutic work 
(Freud), and finally to clinical cases is ingenious, but it leads 
to the narrow type of conclusion to which psychologists and 
psychiatrists are apparently fated. In this instance the con- 
clusion is reached that it is predominantly the obsessional 
neurotics who are responsible for the woes of nations. 
Dr. West finds in short that wars depend essentially upon the 
failure of certain individuals to come to reasonable terms with 
their own individual conflicts. This is not a novel conclusion, 
but the author has reached it through a novel line of 
approach. 

Though he quotes a writer like Horney he does not seem 
to believe that the structure of the larger society has any 
particular responsibility in accentuating aggressive urges. Law 
in general is seen as a means of expressing the social or 
co-operative instinct and controlling the aggressive tendencies, 
but when he comes to the practical solution of the problem 
of war Dr. West does not help us much. The key to inter- 
national co-operation is seen as the transfer of loyalty, power, 
and law from the sovereign States to a world community. 
From this he passes to an argument that would make all 
belligerents at the present time seem equally guilty. He even 
says, on page 238, “ Ten years after this present war has ceased 
it will no more matter who ‘ caused’ or who ‘ won’ it than it 
did ten years after the last one”; and the book ends with 
something that reads curiously: “Make the great venture! 
agree with thine adversary—quickly! And place the con- 
sciences of the world behind its Total Society.” Taken all in 
all, his conclusions are rather far away from his premisses. 
The author seems to be no more immune from unconscious 
personal bias than the generality of philosophers or indeed of 
mankind. 


WAR SURGERY 


Surgery of Modern Warfare. Edited by Hamilton Bailey, F.R.C.S. Sub- 
editor for Medicine, C. Allan Birch, M.D. Compiled by 77 contributors. - 
Part III ; third edition (complete in six parts). (Pp. 178; illustrated. 15s., 
plus 6d. postage.) Edinburgh: E. and S. Livingstone. 1944 


Part Ill of the third edition of Surgery of Modern Warfare 
contains articles on the surgery of blood vessels, haemorrhage 
and its treatment, Thomas’s splint and extension, plaster 
technique, and Braun’s and Cramer wire splints. Perhaps the 
most outstanding contribution, however, is that on amputations 
by the late Sir William De Courcy Wheeler. This chapter was 
completed not long before he died, and many will no doubt 
agree that it ranks high among his contributions to surgical 
literature. Founded upon a wealth of experience, the sum of 
a life’s work devoted to surgery, it is a masterly exposition 
from which all young surgeons may learn much. An editorial 
note at the end of this article tells us that Sir William had, 
from the beginning of the war, served as a consulting surgeon 
to the Royal Navy, and died in harness on Sept. 11, 1943. This 
chapter is “typical of his work and a fitting tribute to a 
great man.” 

Like the preceding volumes, this member of the series con- 
stituting the third edition maintains the high standard which 
we commended in our notice of the first parts of the third 
edition. The subjects included are written by well-known 
authorities in a clear and essentially practical manner, and are 
lavishly illustrated both by line and coloured drawings and 
by photographs. 


Connecticut, by the Yale University Press. 


Ue 
Notes on Books 


The Common Form of Niacin Amide Deficiency p 
Aniacinamidosis, by Dr. W. KAUFMAN, is published at Bridgeport, 

This is an entirely 
uncritical monograph on a syndrome stated to have been discovered 
by the author and to be due to a deficiency of niacin amide—j. 
nicotinic acid amide or nicotinamide. He calls it aniacinamidosis 
The symptoms run almost the whole gamut of those seen in general 
practice, from corns and fallen arches to grey hair and insomnia, 
Such varied symptoms as arthritis, impaired memory, lack of initia- 
tive, mental and physical fatigue, lack of appetite, foul breath 
warts, dyspnoea, and ecchymoses are laid at the door of aniacin. 
amidosis. So numerous are the manifestations listed that every 
hospital and private patient might be diagnosed as suffering from 
the condition. The reviewer finds it impossible to take this book 
seriously. Thus the author states that in five minutes nicotinic acid 
amide begins to relieve mental symptoms, improves apical heart 
sounds in fifteen minutes, and makes flabby muscles firm in half an 
hour. Such uncritical statements are found on opening any page 
of the book at random. 


The official Medical Register for 1944 has been published on 
beha'f of the General Medical Council by Constable and Co. (Orange 
Street, W.C.2) at 21s., post free 22s. The table printed in the intro. 
ductory section shows that 3,532 names were added last year. New 
registrations numbered 1,501 in England, 611 in Scotland, 405 in 
Ireland, 153 on the colonial register, and 862 on the foreign register, 
The total number of names on the Register at the end of last year 
was 71,882, being 2,454 more than on Dec. 31, 1942. The total 
number at the end of 1933 was 56,741. 
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Preparations and Appliances 








A PLASTER OVER-BOQOT 


Surg. Cmdr. P. B. Moroney, R.N.V.R., writes: 

The protection out of doors of a walking plaster is essential. 
For use with such plasters, incorporating a sorbo or rubber 
heel, the following boot has been successfully issued from a 
narrow range of stock sizes. It may be rapidly extemporized in 


canvas and wood, although leather is more elegant and durable. 
It consists essentially of a simple leather sole-piece with a 
1/8-in. heel cut to tracings of plasters corresponding to sizes 6, 8, 








Fic. 1 Fic. 2 

and 10 normal shoe fitting. Straps are sewn to it as illustrated 
in Fig. 1. They are designed to give close fitting posteriorly 
between the heel of the boot and of the plaster. The upper 
merely provides protection against weather and should be made 
capaciously. It laces from 1 in. of the toes, which need not 
necessarily be blocked ; a counter in the heel is the only other 
refinement. ; 

The correct attachment of the straps, which firmly brace the 
sole of the boot to the cast, is the essential; for then slight 
excess of length and breadth does not prejudice gait and permits 
a free action of the toes. The latter may be protected with a 
wollen toe-cap specially made or extemporized by cutting the 
end of a sock. : 

The boot applied is illustrated in Fig. 2. It may be noted that 
it is equally applicable to right or left foot. 
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CONTROL OF GAS GANGRENE 


Gas gangrene, with an incidence of 3 to 10 per 1,000 
wounded and a case fatality of 30 to 70%, is still one of 
Its greatest prevalence 
and mortality occur at the beginning of any campaign, 
which aptly illustrates the old tag that only experience 
teaches. However, the tale twice or many times told may, 
like the dripping of water on the stone, make its impres- 
sion in time, and we therefore offer no excuse for reitera- 
ting the general principles which should guide the surgeon 
in the prevention and management of this dreaded infec- 
tion. With an incubation period, measured in hours rather 
than days, the control of gas gangrene lies principally in 
the hands of the surgeon at the forward surgical centre. 
He must learn quickly to know the kind of wound which 
is most susceptible to clostridial infection—the extensively 
lacerated muscle injury, particularly of buttock and thigh ; 
the wound contaminated with soil, clothing, or other 
foreign body ; the compound fracture or other injury with 
its blood supply cut off—and he must realize that a delay 
of more than 24 hours in attending to any such wound 
increases enormously the risk of gas gangrene. Thus, 
American observers’ found that among some 4,000 wounded 
soldiers sent to an evacuation hospital 5% developed gas 
gangrene, and, of these, 90% had symptoms of the infec- 
tion before reaching the hospital, the average length of 
time between injury and operation being 41.8 hours. By 
contrast there was no case of gas gangrene among 349 
severe non-transportable cases operated on within 24 hours 
of injury. The forward surgeon’s main concern, therefore, 
must be prophylaxis, and the principal lesson which the 
Mediterranean campaigns have driven home is that bold 
and radical surgery is still the first and best line of attack. 
The high fatality rates in Sicilian and early Italian battles 
noted by MacLennan and Macfarlane on another page in 
this issue were probably attributable more to inadequate 
surgery by inexperienced men than to any other single 


factor, and a high duty rests on senior surgeons to see that” 


the front-line surgery is in capable hands. 

Where thorough débridement is not possible at the 
advanced unit, as may happen during the height of battle, 
free incision to open dead spaces and relieve tension will 
accomplish much, particularly if, at the same time, the 
patient is given the benefit of prophylactic antitoxin and 
antiseptic. Polyvalent gas-gangrene antitoxin had an 
inauspicious send-off in the early days of this war, and 
was perhaps unduly overshadowed by the high hopes enter- 
tained for the use of sulphonamides in both prophylaxis 
and treatment. Even now the prophylactic value of anti- 


‘toxin is hard to assess, and, as the present report shows, 


il may by itself fail to prevent gas gangrene; but even 
1 U.S. Hist. of the World War, Med. Dzpt., U.S. Army, Wash., 1929, 12, 413. 





when given as late as 24 hours after wounding it delays 
onset (average incubation period of those receiving prophy- 
lactic antitoxin was double that of those without it), and 
so allows more time for effective surgery. The present 
prophylactic dose contains 9,000 units of Clostridium 
welchii antitoxin, 4,500 units of Cl. septicum antitoxin, 


“and 9,000 units of Cl. oedematiens antitoxin, and should 


be given intravenously wherever possible. That antitoxin 
given before there is any evidence of clinical infection 
should fail to protect may be a disappointment to the 
experimenialist, but it must be remembered that antitoxin 
per se will-not prevent multiplication of the organism in 
necrotic tissue, and the prophylactic dose, adequate as it 
may seem, will in time be neutralized by the rapidly manu- 
factured toxin. It is here that chemoprophylaxis should 
play its part by preventing bacterial growth, and now that 
more effective substances, such as the sulphathiazole—pro- 
flavine’ mixture, are becoming available, much may be 
expected from the combined use of antitoxin and drug, 
both in prophylaxis and in treatment. It is to be hoped 
that controlled field trials of these various prophylactics 
may be possible in the approaching battles. 

The surgeon’s second responsibility is to recognize the 
early signs and symptoms of gas gangrene: the feeling of 
weight and the increasing pain in the wound area due to 
oedema and swelling ; the rising pulse rate ; the change in 
the patient’s mental attitude ; tenderness round the wound, 
with a thin watery discharge, later becoming profuse and 
sero-sanguineous. Gas at this stage is often absent, and, 
as MacLennan’ has pointed out, where there is much gas 
formation without other evidence of muscle infection the 
condition is almost certainly not gas gangrene. The pecu- 
liar sweetish odour regarded by some surgeons as patho- 
gnomonic of gas gangrene may be absent, particularly in 
oedematiens infection, while discoloration of the skin is 
rarely present in the early stages. These symptoms may 
be considerably masked by a persistent “shocked” con- 
dition, which must be treated urgently with blood or 
plasma transfusions and is no bar to surgical intervention. 


‘The surgeon will soon learn to recognize the typical muscle 


changes at operation—at first oedema and pallor, later loss 
of contractility, absence of bleeding from the cut sur- 
face, and a brick-red colour with gas bubbles between the 
muscle fibres—and he may with more experience be able 
to differentiate infections due to the different anaerobes 
(see MacLennan’). With infection established, excision of 
the infected muscles becomes an urgent matter, and the 
young surgeon will find useful advice on the technique 
of surgical excision and the treatment of gas gangrene 
in the revised M.R.C. War Memorandum No. 2. But 
good surgery is not good enough if it is done too late 
or without the help of antitoxin, for, as MacLennan and 
Macfarlane show, surgical excision later than 6 hours 
after clinical onset, along with inadequate antitoxin, 
doubles the case fatality compared with early surgery 
and adequate serotherapy. The immunologist is inclined 
to be pessimistic about antitoxin therapy, because toxins 
once formed quickly become attached to susceptible and 
usually vital tissue, but there is now good evidence that 


2 McIntosh, J., et al., Lancet, 1944, 1, 591. 
3 Lancet, 1943, 2, 63, 94, 123. 
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intensive serotherapy is of real value in reducing the mor- 
tality of established gas gangrene. The minimum thera- 
peutic dose is 3 ampoules of the polyvalent antitoxin given 
as early as possible (that is, before operation) in concen- 
trated bulk intravenously, and repeated every 4-6 hours 
if there are signs of persistent toxaemia. Nothing else, 
not even penicillin, can take the place of antitoxin at this 
Stage, though antitoxin along with penicillin or other 
chemotherapeutic drug is likely to be better than anti- 
toxin alone. The synergistic action of antitoxin and anti- 
bacterial agent has been well established experimentally, 
but in dealing with the clinical infection the surgeon should 
regard them as medical aids to radical excision of the 
affected tissue. The hope expressed early m the war that 
drugs like the sulphonamides would allow of more con- 
servative surgery has not yet been realized. 








THE MECHANISM OF INFLAMMATION 


Many readers will already be familiar with the work of 
Menkin of Harvard, who has been engaged for the past 
fifteen years in re-studying the process of inflammation 
ab initio. The phenomena of inflammation have been 
well recognized and described in much the same terms 
since the days of Cohnheim and Metchnikoff. Menkin 
was ill content with a mere description of what happens, 
and has sought reasons for it. In claiming to have found 
these he has introduced four new concepts, two of which 
take concrete form in substances liberated in areas of 
inflammation and having specific effects. These are leuko- 
taxine, a polypeptide which has been isolated in crystalline 
form from inflammatory exudates, and is responsible for 
increased capillary permeability and a chemotactic effect 
on leucocytes, and the leucocytosis-promoting factor, a 
pseudoglobulin which acts on the bone marrow. His other 
new concepts are the effects of pH in regulating cytology, 
and the fibrin barrier, which ‘walls off the affected area 
and constitutes “the primary and basic mechanism of 
fixation” or localization of the process. It is implicit 
in Menkin’s general hypothesis that inflammation is essen- 
tially the same, however produced. He writes of a “ basic 
pattern of injury” and a “fundamentally stereopatterned 
reaction ” caused not only by any kind of microbic invasion 
but even by physical and chemical agencies. He has in 
fact freely used heat and turpentine to produce the exudates 
with which some of these studies were made. 

To all this Menkin! now adds another mechanism, which 
he claims to have demonstrated, in the form of a third 
specific substance which is responsible for local injury 
and for fever and other more distant effects. This injury 
factor, which he calls “necrosin,” is contained in the 
euglobulin fraction of inflammatory exudates, from which 
it can be extracted by prolonged dialysis. This substance, 
obtained fram the effusion in a dog’s pleural cavity caused 
by an injection of turpentine, produces oedema, hyper- 
aemia, and even some necrosis when injected into the skin 
of a rabbit, and the retention of trypan blue in the affected 
area shows that the lymphatic blockade characteristic of 
an inflammatory reaction has been set up. The dog pleural 

1 Arch. Path., 1943, 36, 269. ga seine 
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exudate itself has the same effect, showing that the sub- 


stance is not formed artificially by chemical manipulation, 
and the pseudoglobulin and albumin of the exudate have 
no such effect, nor has the euglobulin of normal dog serum. 
Necrosin has also been obtained from human exudates of 
unspecified nature, but was not demonstrated in ascitic fiyig 
from a case of cirrhosis of the liver. That the reaction jn 
the rabbit is not merely a foreign-protein effect is shown 
by the inactivity of dog proteins other than exudate euglo- 
bulin, and by ‘the fact that this will cause similar changes 
in the skin of the dog itself, though these are described 
as “ perhaps not quite as intense.” Necrosin can also be 
extracted from the blood serum of a dog a day after 
inducing a pleural effusion with turpentine. That it jg 
in fact absorbed from inflamed areas and exerts distant 
effects is shown by the consequences of injecting it intra. 
venously in normal animals. These are sharp fever, and 
a leucopenia succeeded by a leucocytosis. Degenerative 
changes were also found in the liver and kidneys with 
leucocytic infiltration, and some of the animals died. An 
attempt is made to relate these effects to that theory of 
the causation 6f shock which attributes it to a toxic sub. 
stance liberated at the site of injury, but, as the author him. 
self points out, the fact that necrosin does not lower the 
blood pressure is difficult to reconcile with this idea. 
Many pathologists. will feel that they would prefer to 
repeat these experiments themselves before being called 
upon to comment on the very important conclusions to 
which they have led. What is involved here is a proffered 


explanation not only of local damage in inflamed areas . 


but of fever itself and presumably of the degenerative 
visceral changes seen in acute infections. Purely specu- 
lative criticism can be offered only in a tentative way, 
but there are difficulties which present themselves at once. 
Menkin himself acknowledges that during dialysis changes 
may occur in serum proteins, a fact demonstrated by Chick 
thirty years ago, and, in spite of an experiment which 
appears to prove the contrary, some suspicion remains 


that the process of extraction of necrosin may have pro- . 


duced something which was not in the original material. 
Another difficulty is this: one can accept as reasonable 
the idea that the body proteins should furnish substances 
causing increased capillary permeability, chemotaxis, and 
stimulation of the bone marrow, since these are necessary 
and beneficent reactions, but why should the body itself 
manufacture the substance which does all the damage, both 
local and general? In other words, leukotaxine and the 
leucocytosis-promoting factor are teleologically credible, 
but necrosin is not. Finally—and here we are on more 
factual ground—where in this hypothesis is there a place 
for bacterial toxins? If we are to regard all inflamma- 
tion as essentially the same, the suggestion that local 
damage, fever, and visceral degenerations are due to 4 
euglobulin formed at the site of infection must presumably 
apply to pneumonia, typhoid fever, diphtheria, and a score 
of other acute infections. To take only one example, the 
local damage in diphtheria, which is a necrosis converting 
the normal mucosa into the diphtheritic membrane, Is 
unquestionably due to diphtheria toxin, as are the visceral 
and nervous changes in this disease. Although the pre- 
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dominating part played here by a single toxin is paralleled 
in few other infections, other bacteria produce a variety 
of toxins with demonstrable local and general effects. It 
is to these that the phenomena of microbic inflammation 
have hitherto been attributed, and the temptation to dis- 
regard them in favour of a euglobulin is quite frankly not 
very strong. That such a substance may be formed and 
have important effects when normal tissues receive gross 
physical or chemical insults.can more readily be believed, 
but to distinguish thus between different types of inflam- 
mation is to abandon Menkin’s cherished hypothesis of 





its unity. 








SULPHONAMIDE PROPHYLAXIS OF 
GONORRHOEA 
Some time after it had been demonstrated that sulphon- 
amide preparations could cure gonorrhoea it occurred to 
various workers that these drugs might also be of value 
in the prophylaxis of the disease, much in the same way 
as arsenical derivatives or bismuth compounds have been 
used for the prophylaxis of syphilis. Burke,’ for instance, 
recommended acetarsol 0.75 g. daily for three days, while 
others have shown that prostitutes may be prevented from 


developing syphilis if a depot of bismuth is maintained in . 


their tissues by means of repeated intramuscular injections 
of a bismuth compound. These methods represent a 
systemic in contrast to a local method of prophylaxis ; 
and the same applies to sulphonamide compounds adminis- 
tered by mouth. As prophylactics these may be given 
before exposure, in which case the drug is circulating in 
the blood stream by the time the gonococci first reach the 
tissues ; or after exposure but before signs and symptoms 
have had time to develop: the latter really represents early 
treatment, since it is assumed that the germs have already 
been implanted in the tissues. Joses, and Kline and Ryan? 
have recorded their observations on 1,800 naval ratings 
in an Asiatic station: in a period of some months only 
two cases of gonorrhoea developed in men taking the full 
prescribed doses of sulphathiazole. Joses’s method was to 
administer on the day after exposure 3 g. of sulphathiazole 
at 8 a.m., 2 g. at noon, and | g. at6 p.m. Kline and Ryan 
gave 2 g. of sulphathiazole on the morning after exposure, 
and 2 g. about five hours later. Loveless and Denton* used 
sulphathiazole prophylaxis on a test group of 1,400 negro 
soldiers with 4,000 others as controls. Their method was 
to give 2 g. on leaving barracks (i.e., before possible expo- 
sure), 2 g. on return, and 2 g. next morning. Admission 
rates for gonorrhoea feil from 171 to 8 over a period of 
seven months. Arthur and Dermon* gave sulphathiazole 
to 152 men who had had 199 exposures, and compared 
these with 259 controls who had had 384 exposures: the 
latter had 15 infections with clinical gonorrhoea as com- 
pared with none in the former. The dosage was 3 g. after 
breakfast on the day after exposure, 2 g. after dinner, and 
1 g. after supper. 

There is thus evidence that sulphonamide compounds 
can prevent the development of gonorrhoea if given in 
adequate doses and at the right time. On the other hand, 


as shown by Reynolds, Evans, and Walsh® and Reynolds © 


and Shaffer,® there is evidence that susceptible individuals 
may, under the influence of sulphonamide drugs, show 
deterioration in mental efficiency and hand-and-eye co- 
ordination. It would therefore seem that there is some 
risk in giving these drugs for prophylactic purposes, 
"1 Venereal Diseases, 1940, H. K. Lewis and Co. Ltd., London. 

2 Nav. med. Bull. Wash., 1912, 40, 113, 360. 

3 J. Amer, med. Ass., 1943, 121, 827. 

4 Amer. J. Syph., 1943, 27, 261. 


5 Ibid., p. 2. 
6 Ibid., p. 563. 








especially to those whose duties require a high degree 
of mental and visual efficiency such as airmen, engine 
drivers, drivers of public service vehicles, etc. Not only 
this ; but cases of serious intolerance have been reported 
after relatively very small total doses of these drugs, and 
it is open to question whether such risks should be taken 
when other methods of prophylaxis are available. Other 
factors have to be taken into consideration. Are these 
drugs to be given to those who may possibly take a risk, 
to those who will probably do so, or only to those who 
have done so? Even the last would involve a very large 
expenditure of an expensive drug, while supplies sufficient 
for all three would be colossal. On the face of it few would 
recommend routine sulphathiazole prophylaxis before a 
possible exposure ; and it is doubtful whether it could be 
done on any scale in any but very exceptional circum- 
stances when other more generally accepted forms are 
highly effective if applied in time after exposure. Then 
again, what is going to be the effect if large numbers of 
persons are more or less regularly dosed with sulphon- 
amides ? The regularly promiscuous person might be under 
almost continuous sulphonamide medication over consider- 
able periods of time. How would such a man react if he 
contracted gonorrhoea, and what would be the risk of 
creating sulphonamide-resistant strains ? All these factors 
would have to be taken into account before recommending 
the general prophylactic use of sulphonamides in gonor- 
rhoea. Ad present it seems that such use should be limited 
to certain special circumstances. Incidentally, there does 
seem to be one way out of the difficulty—namely, to use 
micro-crystalline sulphathiazole locally as a urethral instil- 
lation after exposure to infection ; and this is said to have 
been effective.’ The difficulties in the prophylaxis of gonor- 
rhoea are not so much in the:methods to be employed as 
in getting the exposed person to carry them out thoroughly 
and conscientiously. 





ESTIMATION OF POPULATION 


The probable size of the population of the future has 
been a subject of interest and speculation from two oppo- 
site points of view. The seventeenth century’school of 
political arithmeticians believed that the population would 
continue to grow and that the country and eventually 
the world would be overpopulated. At the close of the 
seventeenth century Gregory King, forecasting the future 
population of England, predicted that it would be 22 mil- 
lions by the year 3500 should “the world last so long.” 
His estimate for the year 2000 was 8,280,000, or less than 
the present-day population of Greater London. These 
forecasts were based on very scanty data : the actual popu- 
lation of the country in King’s time was unknown. Until 
recent years the general principle of an increasing popu- 
lation was accepted. The estimation of the numbers that 
could be supported varied with the developments in agri- 
culture, transport, and industry. But to-day we speculate 
about the possible rate of decrease and the size and date 
of the maximum population. The slow decline in the 
birth rate, which began during 1870-80, was compensated 
for by a decreased mortality during the first years ; but the 
probability of a declining population became almost a 
certainty with the accelerated fall of the birth rate during 
the first decades of the present century. Recent publicity 
given to various demographic prophecies has stirred the 
still pool of public opinion. “ More babies” has become 
the watchword. It is impossible to forecast the size of the 
population accurately even only ten years ahead, but a 
general idea of the future may be obtained by considering 
various hypotheses. 





7 Stedman, H. E., U.S. nav. med. Bull., 1943, 41, 1118. 











~ enemy 


DRUG CONTROL IN LIBERATED EUROPE 


MEDICAL JouRNaL 





696 May 20, 1944 


Glass! has collected recent estimates of the future popu- 
lations of Great Britain and several other countries. All 
the predictions for Great Britain have been published since 
1934. The eight forecasts for England and Wales, by four 
authors, varied much. The maximum population ranged 
from 40,214,000 to 43,820,000, and the year of the maxi- 
mum was placed as early as 1936 and as late as 1960. The 
actual population has already exceeded four of the pre- 
dicted maxima. The three forecasts for Scotland dated 
the decline of the population between 1941 and 1970, with 
a maximum between 4,970,000 and 5,361,000. Five esti- 
mates of the population trend of Great Britain are given: 
three of these are by the Registrar-General and two by 
private authors. The latter dated the maximum at 1936 
and 1941, and their maxima have already been exceeded 
by one million. By the Registrar-General’s estimates the 
maximum population will occur between 1941 and 1961 and 
will be between 47 and 48 millions. The chief reason why 
some of the forecasts have already proved to be too small 
is that the birth rate failed to decline in the immediate 
pre-war years at its previous rate. In fact there was a 
tendency for the birth rate to rise very slightly between 
1935 and 1939. The effect of the war on population growth 
is at present unknown, but in Europe it has beyond doubt 
caused a considerable change. At home the first years of 
war saw a rise in the birth rate and a lowering of the 
average at marriage. These factors tend to postpone 
a decline in the population. 


DRUG CONTROL IN LIBERATED EUROPE 
The probability that illicit traffic in narcotic drugs may 
find a fruitful soil in the liberated, dislocated, and poor 
countries of Europe has been exercising the minds of the 
Permanent Central Opium Board, which has concluded in 
London its forty-third session. The possible growth of the 
evil in certain Balkan countries is regarded with concern. 
The poppy is legitimately cultivated in these regions for 
its edible seeds, which are used in food manufacture, but 
the stalk of the plant during the last ten years has been 
increasingly used for the extraction of morphine. It is 
feared that in the countries at present occupied—especially 
those in which the Germans have destroyed the civil ser- 
vice—the control over exports, imports, and manufacture 
may have broken down, and that the Allied Armies, on 
entering, may be faced with an extremely difficult task 
in coping with the drug situation among the suffering 
peoples. The Board therefore resolved to give as explicit 
advice as possible on the subject. 

At the close of the Board’s session Sir Atul Chatterjee, 
the president, in an account'of its proceedings given to 
members of the Press, said that British, Dutch, Chinese, 
and Indian representatives had attended, and the conclu- 
sions had received the support of the American representa- 
tive, who had been unable to attend. He pointed out that 
the Board itself has no power, nor is it equipped, to exer- 
cise control directly in any country or area. Its supervision 
can be exercised only by the examination of statistics and 
returns sent to it by national controls. It is only the occu- 
pying Powers which in the first instance will be in a posi- 
tion to ensure the proper control of dangerous—that is, 
narcotic—drugs, and so prevent an epidemic of addiction 
such as occurred immediately after the last war. 

Certain general suggestions have therefore been formu- 


- lated by the Board in the hope that they may be of use 


to the authorities in establishing control in the areas for 
the administration of which they are responsible. For the 
present the Board has confined itself to the period of mili- 
tary control; further stages will be those in which the 





1 Eug. Rev., 1944, 35, Nos. 3 and4. 


ar 
national administration with Allied occupation and supe 
vision is re-established, and the initial period of re 
national control. The Board suggests that on the libera. 
tion of an occupied country, in whole or in part, there 


should be set up, concurrently with the taking over oe 


the civil administration, an authority designated for the 
purpose by the occupying Forces. This authority would 
require all stocks of drugs in civilian hands to be Notified 
to it and placed under its control; it would also contro] 
all drugs brought into the country for civilian use, and 
issue licences for the distribution of such drugs through 
approved relief organizations, wholesale firms, and recog. 
nized pharmacies ; it would exercise control over factories 
for the manufacture of drugs and the establishment of any 
new factory, and would also have under its strict super- 
vision the import or export of drugs or raw materials, ]j 
is proposed that the supply of narcotic drugs for civilian 
use should be solely on the prescription of a qualified 
medical practitioner, this requirement to be enforced by 
inspection, by periodical returns of all transactions and 
supplies by relief organizations and wholesale firms, and 
by a system of checking of stocks by qualified officials. 
Perhaps it should be added that the jurisdiction of the 
Board extends much further than that of the League of 
Nations. It is not an organ of the League, and it has the 


‘ adhesion of countries like the United States, which never 


was a League member, and of Soviet Russia, which ceased 
to be. It was set up by the international conventions of 
1925 and 1931, which have been ratified probably by more 
countries than any other international convention except 
those relating to the Red Cross and the postal service 
and, so far as is known, the conventions have not bsea 
Ccenounced by any Government in spite of the war. 





BIRMINGHAM UNITED HOSPITAL 

The annual report of Birmingham United Hospital 
expresses with more than usual appreciation the in- 
debtedness of the board to the visiting medical and 
surgical staff. With their number still further cut down, 
with only an attenuated resident medical service at their 
disposal, with obligations to other hospitals as well as to 
the Ministry of Health, together with the demands of their 
consultant practices, they have worked under continual 
pressure, and yet have maintained the services at the hos- 
pitals—the General Hospital in the city and the new Queen 
Elizabeth Hospital at Edgbaston—in a way to evoke admir- 
ation. Tribute is likewise paid to the nursing staff. In 
some comments on the White Paper the report states that 
it may be assumed from that document that, especially in 
the case of the larger voluntary hospitals, the whole of 
the services of such hospitals will not necessarily be requi- 
sitioned for the national scheme and that there will remain 
scope for “ private” service. In that event it can fairly 
be argued that the proposed Government grant per bed, 
plus the payment towards the cost of treatment and main- 
tenance of patients under the national scheme, should at 
least reimburse the hospitals fully for this particular part 
of their service. The number of in-patients treated during 
1943 at the Queen Elizabeth Hospital—12,136—is the 
highest for any year since the hospital was opened in 
1938. 


At the meeting of the Medical Society of London held 
on May 8 the Annual Oration on “A Clinical View of 
Shock ” was delivered by Mr. S. Zachary Cope. At the 
same meeting Mr. W. Sampson Handley was admitted an 





honorary fellow. The second of his two Lettsomian Lec- 
: “The Mechanism of Visceral Pain” will be . 
delivered by Prof. Henry Cohen on Wednesday, May 24, 
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PLANNING FOR BASIC RESEARCH IN 
OPHTHALMOLOGY 


BY 
c. G. KAY SHARP, M.D. 


There is a distinction between planning for research and 
planning of research. The former is largely carried out by 
the Government, local authorities, philanthropists, and other 
public-spirited members of society, be they professional or lay 
members. The latter is mainly the affair of university adminis- 
trators and researchers. 

There is nothing new in planning for research. The Privy 
Council planned for research when it appointed the Medical 
Research Council and-when Parliament voted funds for that 
purpose. That this legislative foresight has been amply justified 
by results and by progress Is beyond doubt. The nation has 
an enormous burden of sickness- and mental and physical 
disability, and the Medical Research Council has the stupendous 
task of attempting to reduce this burden. It is highly 
improbable that sufficient funds have so far been available 
to perform this task on a scale commensurate with the 
enormousness of the burden, but much has been done, and 
successfully done. To say that all aspects of physical disability 
have been satisfactorily covered by the work to date, supervised 
by the Medical Research Council, would be to invite criticism. 
in particular, the great burden of blindness and ophthalmic 
morbidity, with its financial, commercial, and humanitarian 
implications, has during the last generation received less 
generous attention than its importance merits. Surgical tech- 
nique has been improved, ophthalmology has benefited by 
drugs and other remedies which are the result of much 
research outside ophthalmology, but the same great causes of 
blindness are with us to-day as they have always been, and 
insufficient organized effort, uncer optimum conditions, has 
been made to prevent these causes or remedy their effects. 

Local authorities in England are charged with the financial 
burden of the care of the blind, and they have discharged that 
duty magnificently. They are consequently interested in pre- 
vention of blindness. They have for some years considered 
alternative methods, designed to secure the maximum success 
in its prevention. This subject has been viewed from many 
angles, and I have been successful in directing the attention 
of these administrative bodies towards research in ophthalmo- 
logy, carried out under optimum conditions, as being the 
basis on which all efforts in preventing blindness should be 
built. 

Team-work and Planning 

Research in ophthalmology indicates team-work. It is by 
no means confined to the activities of ophthalmologists, and it 
is highly probable that the basic sciences physiology, bio- 
chemistry, and biophysics will play a part in the prevention 
of blindness greater in importance than applied ophthalmology ; 
and much researth work which is carried out in subjects not 
directly related to ophthalmology will quite possibly have 
an important bearing on the causes of blindness—e.g., 
W. T. Astbury’s work on textile fibres (University of Leeds). 

From these considerations two needs will be evident: that 
money must be provided, and that research in ophthalmology 
must be carried out in close association with the basic sciences, 
other research units, and clinical facilities. 

Local authorities have decided that they are willing to 
provide the necessary funds for development in research in 
ophthalmology, carried out under the best possible conditions. 
It is here that planning is essential. A minimum amount which 
should be voted for the provision of this research must be 
estimated. The contribution of each local authority must be 
assessed on’ a basis of population. Frequent ‘requests to local 
authorities for small amounts must be avoided. Many other 
considerations need to be made, all of which require careful 
planning. 

Dr. F. M. R. Walshe has stated in reference to research 
personnel: “ No planning can provide us with these men or 
determine the goal of their labours”; and again, “It is round 
the man and not round the plan that the wheels of research 
tevolve most rapidly.” These views have the concurrence of 





Sir John Parsons, the Galen of ophthalmological research. 
The principles involved have already been adopted in the two 
recently established Ophthalmological Research Centres—(1) in 
the University of Oxford (Ida Mann) ; (2) at the Royal College 
of Surgeons and Royal Eye Hospital (Arnold Sorsby)}-—except 
that in the case of Oxford the wheels of research are revolving 
round the woman. 

There is little doubt that a similar course would be pursued 
by the universities which are at present preparing their schemes 
if equally acknowledged researchers should become evident. 
If there are no candidates of the required standard of merit 
available or likely to be available, how much this unfortunate 
state of affairs is due to the lack of financial planning in the 
past is possibly debatable, but it is interesting to speculate 
how many probably distinguished researchers have been lost 
to research on account of the more attractive rewards in other 
branches of the practice of medicine. 

To state that none of our most eminent surgeons or 
physicians, had they devoted their lives to fundamental 
research, would not have reached equal eminence, would 
indeed be rash. It would seem, therefore, that an attempt to 
find suitable leaders of research of proved ability should be 
made, and, if unsuccessful, then appropriate financial arrange- 
ments should be planned (as they have already been planned, 
as a minimum, in regard to’ five centres), providing for the 
recruitment and training of workers. 

The rewards of research, as the most valuable branch of 
medicine, should be assured and ample, and efforts should 
be made to direct the attention of suitable junior graduates 
to that vastly interesting and fascinating vocation. That all 
selected trainees would become ideal researchers is improbable, 
and for this reason—if for no other, so far as medical graduates 
are concerned—clinical work should be combined with research 
work. 

One has only to read the biography of Sauterner in order 
to realize that, although a man’s ambitions and interests may 
at one period of his life be concentrated on a certain type 
of occupation, his interests may be diverted and be productive 
in an entirely different pursuit. Sauterner’s greatest ambition 
was to become an engineer ; he was apprenticed to a chemist 
much against his will, and it was due to the ingenuity of his 
principal, who deliberately and secretly broke his chemical 
apparatus in order that the engineering ability of his apprentice 
could be exercised, that the apprentice’s attention was eventually 
diverted to chemistry. Gradually Sauterner found chemistry to 
be Of greater interest than engineering, and eventually gave to 
the world—morphine. 


Choice of Research Workers 


An unfortunate idea seems to have developed that ophthalmo- 
logical research should normally be the sphere of action of 
an ophthalmic surgeon. . While a certain knowledge of applied 
ophthalmology is useful, there is ample reason to believe that 
it is to the university laboratories rather than to the out-patient 
room to which we must look for any real addition to our 
basic knowledge of the causes of blindness. The provision of 
a larger number of selected junior researchers specially con- 
cerned with the biophysics, biochemistry, and physiology of 
the eyes seems to be indicated as the most promising approach 
to prevention of blindness, and it is now certain that financial 
assistance will be forthcoming in support of this. By this 
method the choice of the man or woman around whom the 
‘““wheels of research will revolve” will be much wider, and 
he or she will have had the advantage -of appropriate basic 
training—so necessary in modern research. When one con- 
siders the haphazard methods, empirical in the extreme, by 
which researchers in bygone days carried out their investiga- 
tions, it is amazing that anything was ever discovered. 

There was no planning for research in the days of 
Antonj Leeuwenhoek. His university was the draper’s shop. 
He was despised by the pundits of his day because he could 
not write his observations in Latin. One cannot imagine the 
present-day scientist getting his training for experiment among 
bolts of gingham, listening to the tinkle of the bell of the cash 
drawer, and being polite to an eternal succession of Dutch 
housewives ; but that was Leeuwenhoek’s apprenticeship, and 
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later he had his own draper’s shop. By day he sold gewgaws ; 
by night he melted the metallic ore to make his rudimentary 
microscope and ground his wonderful lenses by which he 
could see things never dreamt of by his forebears. We have 
advanced a little since Leeuwenhoek’s days, but even now the 
descendants of Leeuwenhoek’s critics exist. Encouragement, 
organization, and financial provision are slowly but surely 
taking the place of professional jealousy and /aissez-faire. 

The recent decision by the County Councils Association and 
the Association of Municipal Corporations to provide a 
minimum sum of approximately £20,000 per annum for 
ophthalmological research, with a definite bias towards preven- 
tion of blindness, is an epoch-making measure in ophthalmo- 
logy, and furnishes universities and Royal Colleges with 
sufficient immediate financial assistance for considerable re- 
organization of research personnel, trained and to be trained. 

It may be possible to secure the release from the Services 
of any outstanding researchers with the necessary experience 
if they are not employed on war work of vital importance: 
the flow of suitable candidates for junior posts and for 
training may be slow until the end of the war, but in the 
interim the decision of the Local Authorities Associations will 
enable. selected centres to begin work on ophthalmological 
research and to draft and plan for extension as personnel 
becomes available. 








THE PUBLIC HEALTH SERVICES 
ADDRESS BY MINISTER OF HEALTH 


The Minister of Health was the principal guest at the annual 
luncheon of the Society of Medical Officers of Health. In pro- 
posing the toast to the Minister, Dr. R. H. H. JoLty, president 
of the society, said that members of the public health service 
as a rule did not air their grievances or their anxieties in the 
medical or lay press, but some of them, particularly those in 
maternity and child welfare work and school medical work, 
were wondering what place would be found in the new health 
service for the preventive and educational structure which had 
been so well built up by them during the last twenty-five years. 
They were conscious of a vague shape ahead—not, indeed, a 
black cloud, but’ a White Paper. 

Mr. WILLINK began by paying a tribute to the public health 
services, the general result of whose work was greatly to the 
credit of those engaged in it. He said that the provisional 
rates showed a fall in maternal mortality from 2.47 per 1,000 
births in 1942 to 2.29 in 1943. The crude rate of infant ‘mor- 
tality had fallen from 49 to 48, and the final corrected figure 
for 1943 was likely, for the first time in the records, to be 
_below 50. In the first quarter of 1941 the number of deaths 
from diphtheria was 841 ; it fell im the corresponding quarters 
of 1942 and 1943 to 627 and 498 respectively, and for the first 
quarter of this year to 285. It was evident that these figures 
were closely related to the campaign for diphtheria immuniza- 
tion, the fall having chiefly occurred in fhe age group 1-15. 
On the other hand the provisional crude death rate from respira- 
tory tuberculosis in 1943 was higher than in 1942, being 557 
per million of the population as compared with 506, an increase 
related no doubt to the influenza epidemic, which reached its 
peak in December, 1943. But in 1918, the corresponding year 
of the last war, the figure was 1,322. The incidence of venereal 
diseases had also increased, although it was not so high as in 
the last war. 

The Government’s Proposals 

Turning to the Government’s proposals for a National Health 
Service, the Minister said that he had invited discussion and 
criticism, and the invitation had been accepted. These pro- 
posals were not going to be put into legislative form in a 
hurry, and the Society of Medical Officers of Health was 
exactly the sort of body from which he hoped to receive con- 
structive criticism. He had heard comments made that in this 
field, as in that of nursing, the references to the public health 
services were meagre. But he felt that he could point to first- 
class evidence of the importance attached by the Ministry to 
the work for which M.Os.H. were responsible. It was a great 


—_ ee 
satisfaction to him to have obtained the services as additional 


Deputy Chief Medical Officer of Dr. J. A. Charles, M.O.H. for 


Newcastle. He hoped it would be possible, notwithstandin 
Dr. Charles’s acceptance of that appointment, for him 8 
maintain his close connexion with the society. Here Pha 
Mr. Willink congratulated the president-elect of the sealing 
(Prof. R. M. F. Picken), who was a member of his Medica! 
Advisory Committee. 


‘Taking the general nature of the proposals,” Mr. Willink 
tinued, “I cannot help thinking that many of the proposals ‘ane 
the society itself has made are to be found in the White Paper. 
universality of service, treatment available without charge at the das 
of treatment, larger areas especially for hospital services, ful] Use of 
voluntary hospitals within the service, establishment of Health 
Centres, closer contact between preventive and curative medicine 
central and local professional consultative bodies, and a new outlook 
and emphasis on social medicine. All these matters are co 
to your proposals and those of the Government. The differences 
are really in method and not in principle and intention,” 


Three Main Differences 


There were three main differences between the society's pro- ° 


posals and those of the White Paper. The society hag 
suggested one central department to absorb all government, 
health functions and to be concerned with health and nothing 
but health. That issue was faced in the White Paper, but jt 
was felt that there were Government Departments which needed 
medical advice if they were to fulfil their functions, although 
health was not their main function. Any peril of cleavage could 
more appropriately be met by close liaison and community of 
staff. Then the society had suggested—as the National Agso. 
ciation of Local Government Officers had also done—that q 
one-purpose authority should be created in each area, not q 
Joint Authority as the Government proposed. This question 
had been dealt with in the third appendix of the White Paper, 


“The society will. realize that their proposals mean a complete 
recasting of our whole local government system. That would bea 
large and prolonged undertaking, and we do not feel that the new 
health service can await the end of so long a process. But I should 
like to say that the Joint Authorities which we contemplate will 
require, in view of the functions we suggest for them, a medical 


staff of the highest status, with work to do which I imagine will be 


of immense ‘interest and responsibility. We feel that the planning 
of the health services in these areas in consultation with the con- 
stituent local authorities and with professional and with voluntary 
hospital experts will be a business calling for high gifts, and that 
we shall get very great assistance from members of your society,” 


The third and most controversial of the proposals was that 
a whole-time salaried service should be instituted for all 
branches of medical practice. “Of all subjects that is the one 
on which I should be least wise to embark on this occasion, 
It is sufficient to say that I feel pretty sure that you realize 
that you are making a proposal of very wide scope!” 

Mr. Willink said that he appreciated the natural anxiety 
which some of them must feel as to the future of the service. 
If it was felt that there was likely to be any loss of efficiency, 
let the Ministry be told and consulted. As against this, he 
knew they would set on the other side the new statutory duty 
of securing a full hospital and consultant service, the new 
responsibilities in relation to home nursing and to Health 
Centres, possibly also in relation to dental and ophthalmic ser 
vices. In all these ways there must be immense additions to th 
scale and importance of the work of medical officers of health. 


In a number of fields he got the impression that medical 
officers—and general practitioners also—under present arrange 
ments had more purely administrative work than was desirable. 
That was something to be watched in the new arrangements. 
The importance of educating the public in health matters was 
something to which he hoped they would pay attention. He 
had learned a great deal of the work of the Central Countl 
for Health Education, he had seen something of the work 0 
health visitors. 


‘In all these fields and in the field of what is to-day described a 
social medicine and positive health you have a great and increasing 
part to play. I hope that you will deal with all these matters, pm 
vided for only in outline in the White Paper. We have in mi 
to a very full extent, in spite-of the brevity of the reference 1 
medical officers of health in the White Paper, the contribution which 
they are going to make.” 
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Aerial Convection from Smallpox Hospitals 


Sin.—The article by Dr. Killick Millard (May 6, p. 628) 
is a useful reminder of a problem which has not yet been 
solved. More recent events than those he recounts cause one 
to suspect that smallpox may possibly be transmitted at long 


range through the air. The question was dealt with by 


’ gir A. S. M. Macgregor in connexion with the 1920-1 epidemic 


in Glasgow,’ with the conclusion that, while there was some 
ground for suspicion that a hospital had disseminated smallpox 
in its vicinity, the evidence was not definitive. According to 
my recollection (admittedly not too reliable after twenty-four 
years), when cases began to be admitted to a different hospital 
the disease began to occur in its vicinity, but here again it 
was impossible at a late stage of the epidemic to exclude other 
possible sources. More definitely, and in this case I can speak 
from personal knowledge, a confluent case was admitted to 
the smallpox compound of a hospital from a distant part of 
the city at a time when no other cases were occurring, and this 
was the only case of smallpox in that hospital. Death occurred 
within a day or two. After the lapse of the usual incubation 
period, patients in a scarlet-fever ward, who had been there 
too long to have been infected with smallpox before admission, 
sickened of the disease. 
those overlooking the smallpox compound. Of course, it was 
not possible to exclude carriage by members of the medical 
staff, who were naturally keen to see this then unusual disease, 
but they were accustomed to take reasonable precautions, and 
the juxtaposition of the wards in question seemed to be 
significant. 

Much more striking were the events at Gravesend in 1938, 
when disembarkation of a case of smallpox of foreign origin 
was followed by six non-contact cases, four of whom lived 
at distances ranging from a quarter of a mile to one and 
three-quarters of a mile from a hospital containing at least 
one case in the acute stage.2*** Apparently no other source 
of infection was traced in these instances, but other circum- 
stances of this little outbreak indicate that the infection may 
have been of an unusually dispersive type.—I am, etc., 


Welsh National School of Medicine, Cardiff. RALPH M. F. PICKEN. 
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1 Annual Report of the Medical Officer of Health, Glasgow, 1920. 
2 Lancet, 1939, 1, 813. 

3 Ibid., p. 1125 

4 Annual Report, Ministry of Health, 1938-9, 25. 

5 St. Bart’s Hosp. J., 1938, 45, 155. 


Sir,—Dr. Killick Millard believes that the case for aerial 
convection of the virus of smallpox is “very strong”; but he 
cannot have it both ways. If the virus may be aerially trans- 
mitted in effective dosage over distances of the order of half 
a mile, how can he—a staunch opponent, moreover, of com- 
pulsory vaccination—seriously suggest the reception of patients 
suffering from variola major by “ general isolation hospitals ” 


in which the approved distance between ward blocks is 
40 feet?—I am, etc., 
London, N.15. E. H. R. Harries. 


Sir,—An incident that happened at Salonika in 1917 bears 
out the air-convection theory so well described by Dr. Killick 
Millard (May 6, p. 628). A seaman was admitted to a general 
hospital in the town of Salonika and was subsequently diag- 
nosed as smallpox. He was isolated in a tented camp half 
a mile from any habitation except the tents of the isolation 
hospital to which his camp was attached. Yet there was an 
outbreak of smallpox. among the personnel of an ordnance 
depot which was just half a mile away across a sandy. desert. 
Over twenty cases (British and Greek) were admitted, and there 
were several deaths among the unprotected. There were no 
cases in the general hospital where the original case had been 
admitted —I am, etc., 


P. G. EASTON, 


Sutton Green, nr. Guildford. Lieut.-Col., R.A.M.C. (ret.). - 


The wards in question were among 





Penicillin for Skin Diseases 


Sir,—We have -studied carefully and with considerable 
interest the report on the therapeutic properties of penicillin, 
with special reference to the section on the treatment of skin 
diseases (Roxburgh, Christie, and Roxburgh, B.M.J., April 15, 
p. 524). We note that certain cases were treated with an 
aqueous solution of penicillin (1,000 units per c.cm.) used as 
a spray. This method of application was adopted by us at 
the end of January, 1944. It was tried out extensively in the 
skin department of a large military hospital, and satisfactory 
results were obtained using a strength of only 200° units 
per c.cm. So far as we have ascertained, the spray technique 
had not previously been used. 

We have been experimenting with various applications of 
penicillin for the -treatment of certain skin diseases since 
September, 1943, and in our opinion the spray technique has 
given the best results, and in the strength used we have found 
it the most economical preparation of penicillin. A full report 
will shortly be published. 

We would be interested to hear whether the cases which 
appeared to be irritated by the penicillin ointment or spray 
were growing penicillin-insensitive organisms at the time 
penicillin treatment was stopped. Our own observations sug- 
gest that in these cases penicillin-insensitive organisms have 
appeared, and have been the cause of the condition getting 
worse. The purity of the petroleum jelly used in the base 
might also be a factor in the causation of irritation. In the 
first series of cases treated by us, one particular batch of 
petroleum jelly caused definite eczematization—We are, etc., 


P. H. Taytor. 
K. E. A. HuGHEs. 


Status Lymphaticus 

Sir,—In reply to Major G. R. Peberdy’s inquiry (April 29, 
p. 600) I can say that in the course of some five years’ work 
in the coroner’s districts of South London, East Surrey, and 
the county borough of Croydon, also in hospital practice as 
a pathologist in and around the London area since 1929, during 
which time I have carried out an average of not less than 
three hundred necropsies a year, I have not seen a single case 
of status lymphaticus. I personally do not believe in the 
existence of such an entity. With the volume of sudden deaths 
that I am called upon to examine I feel sure that had the 
condition a real existence I should have seen at least one case. 
—I am, etc., 


London, W.1. Davip HALER. 


. Nutritional Oedema in a Vegetarian 


Sir,—The case of nutritional oedema in a vegetarian reported 
by Dr. Holmes (May 6, p. 620) is of great interest in 
view of the reports of the widespread incidence of this condi- 
tion in occupied Europe. While the findings are highly sugges- 
tive that the oedema was produced solely by the hypo- 
proteinaemia, it is not possible from the evidence adduced to 
exclude the influence of myocardial weakness. It is known 
that oedema of cardiac origin may occur in the absence of 
enlargement of the heart. Presumably in this case signs of 
a general increase of venous blood pressure were absent and 
the blood circulation rate gave a reading within normal limits ; 
otherwise the effect of improvement in the nutritional state 
of the myocardium cannot be overlooked. In raising this 
point I have had in mind that reports indicate that sudden 
death, presumably of cardiac origin, is a not uncommon means 
of termination in cases of hunger oedema.—I am, etc., 


Dundee. D. G. McINTosH. 


The Effects of Cold 


Sir,—Will you allow me to trespass upon your valuable space 
to comment upon Mr. Norman Lake’s reply (April 22) to 
Dr. Raymond Greene’s letter of April 1. I think it is important 
to our conception of the pathology of the cryopathies to point 
out that the lesion is one associated with the tissue as a whole 
rather than with a collection of cells intertwined with blood 
vessels. The pathology is thus best considered on a tissue 
rather than a cellular basis. 
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Mr. Lake in his reply to our paper on immersion foot 
(Goldstone and Corbett, Feb. 12) was severely critical of our 
suggestion for the use of an electric cradle in the early stages. 
This criticism is clearly justified relative to a state of pure 
frost-bite. It was just such a plea for a measure of distinction 
as Mr. Lake cites in the final paragraph of his letter (April 22) 
that we wished to make. The clinical picture in immersion 
foot, apart from the oedema, is akin to that of a peripheral 
neuritis. The pain I am convinced is often well-nigh excru- 
ciating. The treatment devised must embrace, so far as 
possible, efforts to relieve this pain, which lasts for some 
considerable time. When we rightly consider the condition 
on a tissue basis rather than a cellular, perhaps Mr. Lake will 
concece there may be some place, as we suggested; for the 
judicious use of mild heat in immersion foot as opposed to 
frost-bite. 

I know that others have reported good results from the use 
of icebags, but we were bound to state as a fact that we relieved 
the most distressing of our patients’ symptoms with mild heat. 
Posture dealt satisfactorily with the oedema, and it gradually 
subsided.—I am, etc., 

H. VINCENT CORBETT. 


Expectation of Life in Urinary Tuberculosis not 
Surgically Treated 


Sirn,—As a supplement to the late Mr. Hurry Fenwick’s 
interesting memorandum published in your issue of May 6 
may I add the following. 

Some 35 years ago a young woman consulted me about 
great frequency of micturition. Cystoscopic examination 
revealed multiple tuberculous ulcers in the bladder and (by 
ureteral catheterization) the presence of tuberculosis in both 
kidneys. She went to Margate for treatment in a sanatorium 
and subsequently to other sanatoria. Her symptoms gradually 
diminished and finally disappeared altogether. The urine was 
from the beginning repeatedly tested on guinea-pigs. The test, 
positive from the first injection, continued to be positive for 
several years after all symptoms had disappeared, but eventually 
became negative and continued so for the several more years 
over which the testing was continued. 

When I last heard of her some 25 years after her first 
visit to me she was in good health, but her husband developed 
acute tuberculosis and died of it some 12 years ago. The case 
shows that even extensive tuberculosis of the urinary tract is 
not necessarily fatal even if not surgically treated.—I am, etc., 


London, W.1 Victor BONNEY. 


Chewing-gum or Polypus ? 

Sirn,—I have read with interest Mr. McNeill Love’s letter 
(April 29, p. 600). With 20 years’ experience of gastro- 
intestinal radiological examination, I doubt whether any experi- 
enced radiologist would be deceived by a patient swallowing 
chewing gum provided a thorough examination is carried out— 
i.e.. screen and film examinations at taking meal and at 1, 2, 
4, 6, 24, and 48 hours after taking the meal. Any foreign body 
must then so frequently change its position, be expelled via 
the pylorus: and pass via the colon, that it is nearly certain 
to be cetected, if it is chewing-gum, by its relative lack of 
density. 

There is a very simple way in which false radiological 
appearances could.be obtained, but, for obvious reasons, | 
do not mention this ; but even then suspicion would arise from 
careful examination and correlation of the clinical history. 

In fairness to recruits genuinely suffering from abdominal 
trouble, the opposite aspect needs consideration—i.e., the value 
of these one or two film examinations done without prior 
preparation at the instance of the Ministry of Labour with 
negative results: Within the last month I have seen two cases, 
graded 2 after hospital barium meal examination of curtailed 
type. Both cases had been examined at different hospitals, 
‘and my complete examinations by a coincidence revealed 
Hirschsprung’s disease, which has been confirmed by two 
different colonic consultants. One case had been labelled 
* neurosis.” I have always maintained, when requested to 
restrict radiological examinations of any type, that if the 
examination is not thoroughly carried out it is best entirely 


omitted—i.e., in a fracture case, unless thorough, the refers 

practitioner is better off without radiographic examinatio® 
depending on his clinical experience rather than relying On, 
poor films or on single films in one plane.—I am, etc., oa 


Forest Gate, E.7. BERNARD LeGcett 


Shock Treatment of Mental Disorder 


Sin,—Mr. K. W. Monsarrat is perhaps justified jn hi 
criticism (April 29, p. 603) of the terms used in the editorial 
note (April 15, p. 537); nevertheless the question itself the 
implied meaning of which is clear, is an ever-present. and 
important one. The problem of the relation of the ming to 
living tissues still remains, and as Sir Henry Bashford asks 
“Are the abnormalities of speech and behaviour in fact dye 
to structural or biochemical defects in the nervous system 
including the brain?” . 

The mind is generally supposed to be a sort of higher 
attribute of the central nervous system, with the result that 
Sherrington has said that we have not even a basis for the 
study of the mind (although as early as 1895 he with Mott 
made a discovery which, had it been followed up at the time 
as was intended, might very well have given him this basis),! 

It seems that a review of the independence (and the inter. 
dependence) of the mind and the central nervous system fune. 
tions is long overdue, and that the value of psychiatry ag q 
“back door” to a scientific physiology of the mind should be 
reassessed from time to time until a satisfactory physiology of 
the mind is established.—I am, etc., 

Birmingham. F. A. PICK WORTH, 


Free Medical Educaiion 


Sir,—The report of the Committee on Medical Education 
of the Royal College of Physicians as published in the Pres 
and the broadcast on its findings by Lord Moran make it 
clear that the greatest emphasis is placed on free education 
of the medical student right through his career. Of what 
follows after, so far as -1 have observed, the committee ‘has 
nothing to say, but the inference must be obvious. It would 
be useless to throw a generation of students-on to the employ- 
ment market without the means to start themselves in practice, 
If, as seems certain, the buying and selling of practices is to 
be abolished, it would be an enormous help to those of us 
who are approaching the age of retirement if some hint were 
to be dropped as to what our fate is to be. The question of 
compensation is generally by-passed tactfully when discussion 
veers in that direction, while the prospect of being able to 
sell a practice becomes about as secure as one of Hitler's 
promises. I suggest that it would be good policy to settle this 
financial question first of all, as until it is disposed of all the 
other plans and recommendations are no more than wishful 
thinking.—I am, etc., 

Bridlington. C. J. GORDON TAYLOR. 


Colonial Medical Service 


Sir,—In your issue of May 6 Dr. J. B. Davey referred toa 
speech made by Dr. Morgan on March 16 in the House of 
Commons. In the course of this he spoke of the Colonial 
Medical Service as “one of the worst in the world” and as 
“a disgrace.” 

My own concern in the matter is only that of one who has 
for some years attempted to make an independent study of 
conditions in our Dependencies. As such, one must be deeply 
interested to see that the recruitment to a service so vital to 
the welfare of the Colonial peoples is not prejudiced through 
the acceptance by professional men in England of an impres- 
sion that its existing members merit the description which 
Dr. Morgan has attempted to convey of them. 

I am less concerned with the main issue on which he was 
addressing the House—namely, the merits of a “ bureaucratic” 
medical service. It is not, however, easy to see how medical 
facilities could be provided in most of our Dependencies 
other than through a State Medical Service. The _ private 
practitioner has begun to establish his position in India; 
but this has only been made possible by the pioneer work of 
the Indian Medical Service in introducing European systems 





1 F. W. Mott, The Degeneration of the Neurone, 19090, p. <0. 
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of medicine and surgery in India, and by the high reputation 
which its members have earned. A similar development is now 
taking place in Ceylon, and might have been expected to follow 
from the establishment of the medical schools in Malaya and 

ong. 
gees institutions now projected | for Africa and the 
West Indies reach their maturity. But,in all these cases the 
State service must for long continue to be the principal agency 
alike for safeguarding the health of the population and for 


the local expansion of medical training. Everything, therefore, - 


will depend on the professional work of the members of the 
Colonial Medical Service and the respect in which it is held. 

The service now contains about 700 medical men recruited 
from the United Kingdom. They have the assistance of about 
1,200 medical men locally recruited, and about 600 nurses 
recruited from the United Kingdom, together with a large body 
of locally trained nurses. It does not perhaps befit a layman 
to discuss the professional capacity of this great™body of those 
who are, in much more than a technical sense, public servants. 
But I am on firm ground in speaking of the almost dramatic 
change which their efforts have made in the health conditions 
of some of our Dependencies and the confidence they have 
inspired in the native peoples to whose needs they minister. 
Achievements such as those which stand to the credit of the 
medical services in Malaya—to which more than one foreign 
observer has paid a tribute—or the success attained in com- 
bating epidemic diseases in Africa are not the work of men 
who merit the slur which Dr. Morgan has cast at them. I 
hope that this correspondence will afford an opportunity for 
some qualified authority to speak also of the contributions 
which members of the service have made to medical research. 
They are obviously far from negligible. 

If the service merits a criticism it is that its numbers are 
inadequate to deal with the vast problems of health which 
it has to face. But that is not a matter for which the service 
itself is responsible, and it is one that will, we hope, be 
remedied by the growth of the resources of the Dependencies 
and by the assistance which can now be obtained through the 
Colonial Welfare and Development Act. I may add that the 
forthcoming annual report of the Colonial Research Committee 
should be of interest to medical men in this country, as showing 
the steps which are contemplated for the strengthening of the 
service on its research side. 


There is no one who would not welcome the assistance which™ 


members of Parliament could give in making provision for 
expanding the strength or improving the .organization of the 
service. If they can do this, it will be of far more value to 
the Colonial peoples than an attempt to shake their confidence 
in the competence of the service, or to lower it in the estimation 
of the medical profession in this country, which must provice 
the personnel for its expansion.—I am, etc., 

The Athenaeum. HAILey. 


Service Medicine 


Sirk,—As members of another branch of the medical services 
of the armed Forces may we be allowed to endorse most 
heartily the sentiments expressed by Air Cdres. Cade and 
Conybeare, and Squad. Ldr. Hope Lamb in their replies on 
April 22 and 29 to the anonymous writer of a letter under the 
above heading in your issue of April 1. 

We, too, in pre-war days had considerable knowledge and 
experience of consultant practice and of hospitals, both 
teaching and otherwise, and in the last four and a half years 
have had ample opportunity of comparing them with the 
organization of the Army Medical Service in various theatres 
of war. We agree with Cade and Conybeare that the soldier 
gets better treatment than does the civilian, even in peacetime. 
Undoubtedly an important factor in the attainment of this 
result is the fact that the soldier receives no domiciliary treat- 
ment except for trivial conditions. When he requires medical 
attention he must be admitted to an organized medical unit 
where there are facilities for investigation and treatment under 
skilled supervision,.which could very seldom be made available 
in an average home. 

It is easy to find faults in any big system, and when that 
system, after a phenomenally rapid expansion, has to cope with 
medical and surgical problems in every part of the world, 


It will, we may. hope, follow in due course when , 


it is surprising that there are not more. In our experience the 
directorate of the A.M.S. welcomes reasonable criticism, and 
has accepted many constructive ideas, large and small, from 
the “civilians in uniform,” incorporating them into its highly 
efficient organization for the increasing betterment of the 
patient’s treatment ; he gets the best of two worlds—tHe experi- 
ence and organization of an established service together with 
the expert clinical knowledge and enthusiasm of its “lay” 
members. 

We feel that our R.A.F. colleagues have dealt more than 
adequately with the specific complaints of the anonymous 
letter writer. Nevertheless, having had extensive experience 
of the Army Medical Service both on active service abroad 
and also at home we strongly deny the allegations of “ over- 
staffing,” of “bad staffing,” of unnecessary interference with 
the clinical freedom of the medical officer, and of avoidable 
lack of equipment or drugs. Taken by and large the utiliza- 
tion of medical officers as supplied from civilian sources 
shows great discrimination on the part of the administrative 
authorities, and the meticulous consideration given to individual 
cases with a view to obtaining the most of their services is as 
encouraging as it is commendable. 

A system must be judged by results; of these the Army 
Medical Service has reason to be proud, and abundant proof 
of the high standard of both medical and surgical treatment 
under most adverse environmental conditions can be seen in 
comprehensive and authoritative surveys in your own columns, 
and in those of other medical journals. These results could 
not have been obtained without good instruments, drugs, and 
equipment, nor without a high morale among the medical 
officers. 

The Army Medical Service has been faced with an enormous 
task: it has set itself the highest standard: we feel that it 
would be most unjust should the biased opinions of one indi- 
vidual lead to anything approaching a general impression that 
these standards are not being more than adequately maintained. 
—We are, etc., 


A. E. Porritt, 
tigadier. 

E. BULMER, 
Brigadier. 


Medical Certificates for Special Rations , 


Sir,—On page 598 of the Journal for April 29 is a significant 
and only too tangible shadow of things to come. There is 
published (without any comment of the B.M.A.) a list of some 
of the ukases of the Ministry of Food. Among these occurs 
the outrageous suggestion that. in a certain specified list of 
diseases (including gout) a special allowance of various foods 
is available if the doctor in attendance fulfils certain form- 
filling bureaucratic requirements. It appears desirable to direct 
special attention to these. To quote the edict: “ The certificate 
must give the clinical and biochemical data on which the 
diagnosis . . . is based.” 

Now, Sir, these allowances are to be obtained on the 
recommendation of the Food Rationing (Special Diets) Advisory 


“Committee, and before they are granted this very detailed 


certificate is required to be submitted to the local food office. 
It is hoped that this office will merely act as a forwarding 
agent ; in any case, why, oh why, must the biochemical data 
and what will inevitably resolve itself into a clinical essay 
be submitted to the local food bureaucracy? What possible 
benefit can accrue from the study by lay persons of detailed 
clinical and biochemical data? 

What happens to people unfortunate enough to suffer from 
a slightly atypical form of any of these specified conditions? 
Is the victim to be debarred from dietetic treatment because 
he cannot conform to a textbook description of disease? Are 
all patients in war, and therefore presumably in peace, to be 
compelled to suffer only from standardized diseases? What 
has happened to the principle of professional secrecy? What 
has come over the profession thus meekly to hand over its 
prerogatives to, of all things, a local food committee? What 
has happened to professional price and honour? If a con- 
scientious doctor has been sufficiently skilful to diagnose any 
of the given conditions, surely he will wish to treat the case? 
Can't his word be trusted, and if not, why not? Are we mildly 
and stupidly going to allow our professional honour and 
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integrity to be valued at less than the word of a local food 
committee, or, for that matter, at less than that of a distant 
advisory council? 

For what do we pay our B.M.A. subscriptions? The B.M.A. 
membership of about 45,000 should give it an adequate income. 
Are we to get nothing but White Paper questionaries and the 


B.M.J, in return for our money? What is the Editor doing to 
allow this series of edicts and rescripts to pass without any 


comment or observation on it? Is the Association and its 
Journal to be reduced to a mere transmitting agency for 
bureaucratic demands? 

We have little doubt that there are other instances of these 
special orders of which some of the profession and certainly 
the public know nothing. Bureaucracy is like a fungus: it 
permeates in darkness ; let us drag its infiltrations out into the 
light of publicity. Infiltration is occurring and precedents are 
being created while we are still nominally a free profession. 
Excuse like that of the music-hall comedian (don’t you know 
there is a war on?) will be offered. We do know, and it is 
the oldest war in the world—that of free men against would-be 
slave-owners. 

This, Sir, in our opinion, is merely part of the blue-print for 
the degradation of the profession and the enslavement of the 
public—in other words, it is part of the plan to capture and 
Nazify both. Sir, we, the undersigned, wish most emphatically 
to record our protest at this unmerited slur on the profession. 
We wish you to accord this, our considered opinion, the fullest 
publicity, and thus to direct attention to this widespread and 
insidious undermining of the essential doctor-patient relation- 
ship.—We are, etc., - 
H. M. STANLEY TURNER 

(Chairman). 
J. O. M. REEs. 
A. C. DE B. HELME. 


Guildford Practitioners’ Group. Davip HALLER. 


Ophthalmic Surgeon and Optician 
Sir,—As one who, as a Fellow of the British Optical Associa- 
tion before qualifying in medicine, has had some experience 


of both sides of the question, may I welcome the concise plan 
put forward by Mr. J. P. Spencer Walker in your issue of 


‘April 22 under the title “The Ophthalmic Surgeon and the 


‘Optician ”? 

Addressing a group of opticians recently, I gave it as my 
conviction that the opinion that opticians were incapable of 
accurate refraction was fast dying a natural death, and it is 
refreshing to find confirmation in the form of Mr. Walker’s 
proposals, proposals strikingly similar to those which I placed 
before the meeting referred to above, and with which the 
optical executives are also conversant. 

Mr. Walker’s paper was purposely only an outline and it 
would be unfair to criticize it on matters of detail, but there 
are points which I can see will only become faits accomplis 
by the most cordial and understanding staff work between 
ophthalmic and optical representatives. Here are four which 
occur at once to me: (1) The optical majority are not yet 
ready to give up the “shop.” (2) The powerful dispensing 
associations would find it hard to turn their members into 
ophthalmic opticians. 
sink their identities in a new “ Ophthalmic Opticians Council.” 
(4) Not every optician will regard being a medical auxiliary 
as conferring an “enhanced status.” J 

Two statements by Mr. Walker are vital in considering the 
whole problem. First, that stressing the necessity for dual 
examination, by both surgeon and optician, for everyone ; and, 
secondly, its corollary “fear is unnecessary for there is work 
for all.’—I am, etc., 

H. F. MeEtnutsH, D.O.M.S. 

Western Ophthalmic Hospital, London, N.W. 


Sir,—While we greatly appreciate the spirit which stimulated 
Mr. J. R. Spencer Walker’s article, we must point out that the 
suggested plan appears to be based on certain errors, which, 
if uncorrected, might lead to unprofitable discussion. Mr. 
Spencer Walker says: “The ophthalmic surgeon is concerned 
to a large extent with the physiological and pathological 
defects of the eye, and the optician with the appliances used 
to correct certain of these defects.” Even though it is clear 


(3) The optical societies may not readily ~ 


. rir 
that Mr. Spencer Walker appreciates the capability of the 
optician to refract, since he says, “ The refractive error May 
be found’ by either the surgeon or the optician,” it is Obvious 
that these statements indicate an insufficient appreciation of 
the scope and status of ophthalmic optics, which has 
defined as: “The field of work concerned with the function 
and conservation of yision, the correction of anomalies due 
to anatomical and physiological defects, and the appliances used 
for these purposes.” 

While refraction, therefore, must remain the essential function of 


the optical practitioner, ophthalmic optics is a much wider field of 
work than refraction only; orthoptics, colour vision, night vision 
J 


and visual problems in industry all come within the legitimate ‘ 


sphere of ophthalmic optics. The fact that medicine has concerned 
itself with certain aspects of ophthalmic optics—e.g., orthoptics 
(when, it should be noted, it was immediately necessary to create ap 
auxiliary service)—does not invalidate the above conception of 
ophthalmic optics as a whole. 

This, however, is only one indication of the unsuitability of 
ophthalmic optics being controlled by medicine. Ophthalmic optics 
has developed as a distinct and individual field of work ‘for very 
definite reasons. It has developed on distinct and separate lines 
from quite early times. It is based on the science of physics and 
is concerned with the adequacy of healthy eyes, thus differing from 
ophthalmology, which is traditionally occupied with disease. These 
constitute the essential differences between the two professions jn 
their fundamental outlook and fields of work. 

Had it not been for the absurd and illogical antagonism which 
has prevented a true assessment of the position, medicine must haye 
officially recognized the development in the capabilities of the 
modern optical practitioner which has been taking place over a long 
period. As an example of the development of his academic standing 
it shou'd be noted that the honours diploma of the British Optical 
Association is accepted by the University of Manchester for admis. 
sion to a research course for the degree of Master of Science in the 
Faculty of Technology. Both it and the honours diploma of the 
Spectacle Makers’ Company are also accepted by the University of 
London for admission to special courses at the Imperial College of 


Science and Technology, successful completion of which entitles - 


candidates to the Diploma of the Imperial College (D.I.C.). In 
addition they are approved by the War Office in lieu of a university 
degree in connexion with en!istment for certain scientific duties which 
may not be more fully referred to for security reasons. It is safe, 
therefore, to say that the potential value to the community of the 
technique of ophthalmic optics has been gravely and grossly under- 
estimated by official medicine. 

The second error is related to the first and concerns Mr. Spence 
Walker’s point regarding the necessity of control. Here there seems 
to be some confusion. Medical control and State control are two 
different things and for very different purposes. State control is 
clearly in the interests of the community, the addition of medical 
contro! not necessarily so. 

Statutory control of the opticians’ professional services does exist 
in regard to one section of the community only, but is denied to all 
others. The Ophthalmic Benefit Approved Committee of the Ministry 
of Health, in respect of National Health Insurance patients only, 
recognizes refraction by the optician and controls the supply of 
optical appliances. In addition, the opticians’ services are officially 
used in Royal Ordnance factories, where a very satisfactory re’ation- 
ship exists between the doctor and the optician. 

That ophthalmic optics is linked with medicine where the detec- 
tion of pathological conditions is studied is insufficient reason for 
medical control of the whole of our technique. The optical profes- 
sion acknowledges with special gratitude the public spirit of those 
individual ophthalmologists who have helped us to become efficient 
in this aspect of our work. Proficiency could indeed have been 
reached more easily if organized medicine had assisted in providing 
facilities, and Mr. Spencer Walker can be assured of our willing 
co-operation regarding any sound proposals in this direction. Medical 
representation on any statutory Controlling Board would, as a result, 
be welcomed. 

It should be noted that the optical profession has never attempted 
to trespass on what it regards as exclusively medical territory, and 
we agree emphatically with Mr. Spencer Walker’s statement that the 
optical practitioner can never become absorbed into medicine, sinc 
this would necessitate medical registration—as wasteful and unneces 
‘sary a basis for optical practice as it wezld be for dental practice. 

It is submitted that the field of public health is now too wide t0 
be covered adequately by a sing'e profession, and that so great 8 
the knowledge needed in this sphere that its successful application 
has required, and must in the future require, the development 
separate and complementary professions within the general fabric 
the health service. 

Little difficulty will exist in devising a basis for co-operation and 
collaboration with medicine once a proper relationship has beet 
established, and while we do not claim equal seniority with 
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ophthalmologist in any Public Health Services scheme, an auxiliary 
status is entirely unsuitable to the importance of our technique and 
the record of our service. Freedom to develop is the life blood of 
the optical profession as it is to the medica! profession, and in the 
words of Mr. Willink, “‘ A profession needs these things . . . if it 
is to attract the right people and to keep on achieving the highest 
its; 

ae it is impossible for us in the space of this communication to 
produce all the available evidence in support of the claims made, we 
would ask Mr. Spencer Walker and those interested in this important 
matter to examine all the relevant facts presented in a pamphlet, 
“The Place of the Optica! Profession in the Health Services of the 
Nation ” issued by this ad hoc committee and obtainable from the 
address given below. (The committee represents protective bodies 
and examining bodies recognized by the Ophthalmic Benefit 
Approved Committee.) We are confident that no considered opinion 
will then be forthcoming that it is in the interests of the community 
or ultimately of medicine itself to assume control of the technique 
of ophthalmic optics.—I am, etc., 


W. B. BARKER, 
Chairman, Beveridge Report Committee (Optical Profession). 
65, Brook Street, London, W. 


First Aid according to St. John’s 


Sir,—It is indeed refreshing to read Dr. M. E. Lampard’s 
criticism (April 8, p. 505). As both a teacher and examiner 
I endorse everything he says. The manual, in the hands of 
a first-aider, is much like a loaded tommy-gun in the hands 
of a child. As a “refresher” to a junior H.S. it might have 
its use, but for whom it is intended it is a menace. I have often 
shuddered at the impish satisfaction of the candidate who has, 
sometimes successfully, adjusted a tourniquet, and my daily 
prayer has been that, should I be in need of this application, 
he may not be at hand at the critical moment.—I am, etc., 


Exford. CLAUDE A. P. TRUMAN. 


Sir,—That so much mumbo-jumbo is taught in first aid is 
due partly to the vanity of its medicine men and partly to 
the enthusiasm of its expert laymen. First aid needs some 
Oslers to cut away its dead wood and fungus. Yet what 
hope is there when we get such unimaginative and dogmatic 
arguments as those of Dr. M. M. Scott, who recoils in horror 
at any honest criticism of his sacrosanct St. John textbook. 
(incidentally, about the first-aid treatment of a fractured 
humerus: an expert young M.O. from North Africa told 
us Home Guard doctors that there they slung al/ arm fractures 
in a broad bandage. Will the Dr. Scotts please note.) 

It looks as if Civil Defence, anxious to fill up the long 
hours of its personnel, has forced the nation into making a 
cult of first aid and us into being its arch-priests. No reason- 
able person can deny that the teaching of first aid needs 
complete overhauling; there is so-much bunkum in it.— 
I am, etc., 


London, S.W.4. H. J. POWELL. 


Intelligence and Season of Conception 


Sir,—I have just received your number of March 4 in which 
Surg. Cmdr. J. A. Fraser Roberts states as a fact that children 
conceived during winter months are on the average more 
intelligent than children conceived during summer months. I 
have not yet had a chance to see any subsequent corre- 
spondence or of consulting any of the authorities he quotes. 
Surely one explanation of this fact is that children conceived 
during winter and born in July-October more closely fit in 
‘with the school year, which normally begins in September. 
Children born during the spring either attend school for the 
first time 6 months younger than the others or make this first 
attendance in the middle of the school year and thus miss 
much of the groundwork. This principle applies not only 
to young children attending at the age of 5, but also to those 
who go to public schools at the age of 14.—I am, etc., 





A. B. Loveman and R. P. Morrow (Amer. J. Syph. ven. 
Dis., 1944, 28, 79), who record 8 cases of intra-urethral chancre. 
maintain that the condition is not so rare as the literature suggests. 
Early diagnosis is important. Careful palpation of the urethra for 
circumscribed induration in all cases of urethritis, unexplained 
inguinal adenopathies, and all genital lesions should be made. The 
final diagnosis should be made by discovery of T. pallidum from the 
local discharge or the inguinal lymph nodes. 


- Medical Staff in 1903. 


Obituary 








E. HURRY-~ FENWICK, C.B.E., .F-R:CS. 


Mr. Edwin Hurry Fenw.ck, who died at his home in Bedford 
Gardens, London, on May 5, was for many years a leacing 
urologist and a general surgeon on the staff of the London 
Hospital, where he had received his early training. He qualified 
in 1880, and after taking the F.R.C.S. in 1882 studied methods 
at clinics in Leipzig, Berlin, and other Continental centres. 
During his period as surgeon and lecturer on clinical surgery 
at the London Hospital Hurry Fenwick examined in physiology 
for the English Conjoint Board ; he was also consulting surgeon 
to the West Herts Infirmary. He served during the last war 
in the R.A.M.C.(T.), reaching the rank of lieut.-colonel and 
receiving the C.B.E. in 1919, mainly in recognition of his work 
as officer in command of the Military Hospital, Bethnal Green, 
and of the military section of the London Hospital. 

From 1919 to 1925 he held office as president of the Inter- 
national Society of Urology, and he was president of the Uro- 
logical Section at the 17th International Congress of Medicine. 
He was also a corresponding member of the French, Russian, 
German, Italian, Belgian, American, and Spanish Associations 
of Urology. He wrote much on his specialty, having no fewer 
than ten books to his credit, published between 1889 and 1911 ; 
and only the other day, at the age of 87, he contributed a note 
to these columns on ‘“ Expectation of Life after Nephrectomy 
for Urinary Tuberculosis.” He was one of the earliest English 
surgeons. to take up electric light cystoscopy in the ‘eighties, 
and he had a very large experience of operations for urinary 
calculus and vesical tumours. 


Dr. Davip ALEXANDER, C.M.G., died in Glasgow on April 2, 
having been in retirement for some sixteen years. After obtain- 
ing the L.R.C.P.,.L.R.C.S.Ed. and L.R.F.P.S.Glas. in 1896, 
he filled several appointments before joining. the West African 
He obtained the certificate of the Lon- 
don School of Tropical Medicine with distinction in 1904, and 
his first appointment was to the then Northern Nigeria. In 
1905 he obtained the D.T.M.&H.Camb. and in 1910 the D.P.H. 
of the Irish Colleges. Early in his career he realized the impor- 
tance of public health, and he was in the first batch of appoint- 
ments to the new branch of the service—the Sanitary Service. 
He must be given no small share of the credit in bringing about 
the improved conditions of living which led to the rapid advance 
of the West African Colonies. He worked and left a lasting 
mark in Sierra Leone and in the Gold Coast before returning 
to Nigeria as Director of Medical and Sanitary Services. A big 
man, physically and mentally, David Alexander had a wide 
knowledge of general medicine and of public health, and he also 
took a warm interest in medical research. He was a born 
administrator and gained both the affection and the respect of 
his staff. Modest in regard to his own attainments, he -was 
intensely proud of the C.M.G. awarded to him while serving 
on the Gold Coast. In Nigeria he did the spade-work which 
led to the formation of the Medical Training College, and he 
was the instigator of many other advances. His old colleagues 
will regret the passing of a valued friend, and many in West 
Africa will feel the loss of an outstanding figure in the develop- 
ment of their country.—A. C. 


The death on April 19 of Dr. NorMAN JAMES MCCASKIE 
removes one of the senior practitioners of the South Kensing- 
ton district who had spent the whole of his post-hospital career 
in Onslow Square and the neighbourhood. Himself the son of 
a medical father, whom he joined in practice early in this cen- 
tury, he was educated at Westminster School, Caius College, 
and Si. George’s Hospital, where he won the University 
Scholarship and held the usual resident appointments with 
marked credit to himself. He qualified M.R.C.S., L.R.C-P. 
in 1899, became M.B.Camb. in the following year, and M.D. 
in 1903. McCaskie was one of those very intelligent, hard- 
working, highly educated men who did not, in the era before 
the present impulse to specialization, disdain the life of a general 
practitioner. He possessed not merely a thorough knowledge of 
medicine and surgery but the kindliness, the tact, and the dis- 
cretion which attracted a wide circle of grateful patients. With- 
out any affectations, he yet comported himself with dignity, and 
was the sort of doctor to whom patients came for advice outside 
their bodily ailments. For many years he had his younger 
brother, Dr. Harry McCaskie, as his partner ; and he had also a 
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brother-in-law, Dr. Swete Evans, in our profession. Among his 
own colleagues he was very popular in a wide circle ; and it is 
safe to say that few men of his generation in London adhered 
consistently to as high a code of professional ethics as did 
Norman McCaskie. He was visiting apothecary to St. George’s 
Hospital, an honorific title highly valued among the alumni 
of the medical school there. 


Dr. Davip MITCHELL MACDONALD died at his home at Arn- 
side, Westmorland, on May 2 at the age of 74. Originally a 
pharmacist at Aberdeen, he graduated there M.B., Ch.B. in 
1900, proceedirfy M.D. in:1906. A year later he took the D.P.H. 
of St. Andrews and in 1914 became F.R.C.P.Ed. He was in 
successful practice at Dunkeld, Perthshire, and at Alloa, finally 
in semi-retirement at Arnside. He had served as _ captain, 
R.A.M.C., with the Scottish Horse in 1914-18, and his work 
in the present war was in hospitals in the Birmingham area, 
where he made an independent clinical study of the sulphon- 
amides, especially in children. Author, during 60 years, of The 
Student’s Pocket Prescriber he had just completed revising for 
press the 12th edition, the 19th printing since the first edition 
in 1882, much of the treatment sections having been rewritten 
in the light of recent advances. Dr. Macdonald was also re- 
sponsible for one of Livingstone’s Catechism Series, Materia 
Medica, which ran into six editions, these and other publications 
reflecting his early interest in pharmacy. 


Correction 
Prof. G. Grey Turner writes: 


Acting on information, from what | regarded as an unim- 
peachable source, of the very much regretted demise of my 
friend F. B. Lund of Boston, and actuated by warm attachment, 
| hastened to pay a tribute which was published in your issue 
of April 15. It was therefore a joyful surprise to hear of his 
survival in vigorous health and to have confirmation in a cheer- 
ful letter written by his own hand and received two days ago. 
| very much regret any distress or annoyance which may have 
been caused to the doctor or his family by my inadvertence. 
I am sure that your readers will join with me in wishing 
Fred Lund that continued health and vigour which proves him 
to be so very much alive! I would further express my very 
sincere apologies for breaking the long record of accuracy for 
which the British Medical Journal is so well known. 

** We wish to join with Prof. Grey Turner in his expression 
of regret for pain inadvertently caused and of pleasure at know- 
ing that Dr. Lund is in good health——Epb., B.M_J. 

















. Universities and Colleges 





UNIVERSITY OF LONDON 


The following appointments to the Senate for the period 1944-8 have 
been made: Faculty of Medicine, Sir Francis Fraser, M.D., F.R.C.P. 
(reappointed). General Medical Schools, the Right Hon. Lord 
Moran, M.D., P.R.C.P. (reappointed). 


UNIVERSITY OF MANCHESTER 


The following candidates have been approved at the examination 
indicated : 


Tuirp M.B., CxH.B.—PaTHOLOGY AND BACTERIOLOGY: Ruth A. Ainsworth, 
P. J. Burke, Alexander Dowling, Eve G. Field, Harold Jackson, Thomas 
Jackson, Joan E. Nuttall, Margaret W. Oliver, E. L. Peel, A. H. C. Ratcliffe, 
Margaret Tate, Matie R West, W. McC. Whittaker. 


UNIVERSITY OF DUBLIN 


The thirteenth John Mallet Purser Lecture will be delivered by 
Prof. Thomas Walmsley, M.D., of Queen’s University, Belfast, in 
the Physiology Theatre of the School of Physic, Trinity College, on 
Wednesday, May 24, at 4.30 p.m. Subject: “The Unity of the 
Organism,” 


ROYAL COLLEGE OF SURGEONS OF ENGLAND 


At an ordinary méeting of the Council on May 11 with Sir Alfred 
Webb-Johnson, President, in the chair, Mr. J. B. Hume was re-elected 
a member of the Court of Examiners for a further period of three 
years as from June next. Mr. W. H. Collins was invited to accept 
appointment as a Hunterian Trustee. It was decided not to award 
the Hallett Prize on this occasion. 

Diplomas of Membership were granted jointly with the Royal 
College of Physicians of London, to the candidates whose names 
appear in the report of the meeting of the Royal College of Physicians 
published in the Journal of May 6 (p. 638) and to D. M. Montgomery 
and A. J. S. Perfect. 


—$— ae 


ROYAL COLLEGE OF PHYSICIANS OF EDINBURGH 
At a quarterly meeting of the College held on May 2, with 
President, Dr. A. Fergus Hewat, in the chair, Dr. R. E V the 
(Edinburgh) was introduced and took his seat as a Fe'low of te 

















College. Drs. T. McLaren Galloway (Carlisle), W. D. H 
(Woking, Surrey) and H. P. Tait (Edinburgh) were elected Tele 
The Services 


Surg. Cmdr. D. MacK. Craig, D.S.O., R.N.V.R., has 
the R.N.V.R. Officers’ “tn my —_ — 
_ Temp. Surg. Lieut. J. H. Fisher, R.N.V.R., has been mentio 
in dispatches for outstanding skill, resolution and devotion to an 
in successful landings at Anzio. i 
; Capt. V..J. McKenty, R.C.A.M.C., has been awarded the MC 
in recognition of gallant and distinguished services in Italy, by 
The M.B.E. (Military Division) has been awarded to Capt. (Tem 
Major) J. F. A. Forster, I.M.S., in recognition of gallant and distin; 
guished services in the field. we 
Capts. G. O. Hughes, and E. H. Jones, R.A.M.C., and Capts. R.N 
Chopra, J. N. Ghosh, and K. K. R. Nadiu, 1.A.M.C., have bens 
awarded the M.C. in recognition of gallant and distinguished seryj 
in Italy. , os 
CASUALTIES IN THE MEDICAL SERVICES 
oe War Subs. Capts. J. H. Brown and J. Greenha'gh, 
Wounded or injured.—Temp. Surg. Lieut. R. J. Alcock, RN.VR 
Missing, presumed killed——Temp. Surg. Lieut. N. A. Douglas, 
M.B.E., and Temp. Acting Surg. Lieut.-Cmdr. S. L. Lord, RNVR 
Wing Cmdr. RICHARD MALHERBE OUTFIN who was Killed in a flying 
accident on April 29 at the age of 36, studied medicine at Guy's 
Hospital and qualified L.M.S.S.A. in 1935. He was appointed to 
a commission in the Medical Branch of the Royal Air Force on 
May 4, 1936, and at the time of his death was senior medical officer 
at a group headquarters over-seas. 


DEATHS IN THE SERVICES 

By the death of Col. JAMES CRAWFORD KENNEDY, C.BE 
R.A.M.C. (ret.), on April 4, at Ash, Surrey, at the age of 65 the Service 
has lost. an officer of high scientific attainments. He was educated 
at Edinburgh University and graduated M.B., Ch.B. in 1900 
obtained the M.D. with a gold medal for a thesis on Malta fever 
in 1908, and took the D.T.M.&H.Camb. in 1909 and the M.R.C.P.Ed. 
in 1925. He entered the R.A.M.C. in 1900 and rose to the rank of 
brevet colonel in 1923 and colonel in 1928. The most important of 
the many posts he held were membership of the Mediterranean 
Fever Commission, which established the goat’s milk theory of 
infection and led to the practical abolition of this serious disease 
from the miiitary forces at Malta and from the British Navy; the 
assistant professorship of pathology and the professorship of 
medicine at the Royal Army Medical College; consultant physician 
to the British Forces in Turkey, 1922-3 and to the British Army 
1922-9 ; and A.D.M.S. Poona in 1930-2, on the termination of which 
appointment he retired. Among the distinctions he gained were his 
appointment of Hon. Physician to the King, 1923-32, and the award 
of the C.B.E. (Military Division) in 1923. He served in the war of 
1914-18 in India and Mesopotamia and was mentioned in dispatches. 
After his retirement Col. Kennedy served on the Ship Surgeons 
Subcommittee of the B.M.A. in 1938-9 and held the post of medical 
inspector to the P. & O. and associated shipping lines. He wrote 
a number of papers, chiefly on tropical medicine and bacteriology. 
His recreations included golf, lawn tennis, and yachting. 


Col. LioneL AuGusTiINE JosEPpH GRAHAM, A.M.S., who died of 
cerebral thrombosis on March 24 while on active service with the 
M.E.F., qualified L.M.S.S.A. in 1915 after studying at Cambridge 
and Guy’s Hospital. D. G. E. writes: To his colleagues in the 
R.A.MC. ‘“* Nap” was well known as an experienced physician and 
administrator who had specialized in venereology and dermatology. 
He had served in England, Egypt, Palestine, Syria, India and Malaya, 
and in the present war he served with the B.E.F. at Army Head 
quarters in France; on his return from France he went out to the 
M.E.F., where he was in command of a general hospital. When at 
Cambridge he won his half-blue at lawn-tennis, and kept up his keen 
interest in the game throughout his career. He regularly represented 
the R.A.M.C. at this game, and at Singapore in 1935 he won the 
open singles in the Services tournament against a Wimbledon player 
of exactly half his own age. He had a marvellous eye for any bal) 
game, and could, for instance, place his services with uncanny 


accuracy, first in one corner and then the other of the service coutt.% 


He was also very successful at golf and won several competitions # 
Singapore and in India. The Army Medical Services have lost 4 
most popular and efficient officer and doctor, and the Army a Véy 
good all-round sportsman. His brother officers and colleagues wil 
cherish the memory of “‘ Nap” as one of their best friends. 
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| | Medical Notes in Parliament 
ley — 

= National Water Policy 

Ws. Opening, on May 3, a debate on water supply, Mr. WILLINK 


= said the Government intended to introduce measures for the 
conservation and better use of the country’s water resources ; 
the improvement of the administration of water supply, the 
further extension of public water supplies and sewerage in rural 
localities, and the better management of rivers. The Govern- 
ment’s proposals were largely derived from the reports of the 
Central Advisory Water Committee. Twenty-nine River Boards 
ned ‘ould take over the powers for prevention of 1iver pollution, 
duty for which some 1,600 authorities at present were responsible. 


& Il 


There was in the country ample water for all needs. What 
Cc, Parliament had to do was to protect and control the resources 
and see they were equitably distributed. A Bill would at once 
mp. be produced to provide substantial Exchequer assistance for the 


: a i Id 
stin- tension of rural water supplies and sewerage. There wou 
be ‘general legislation in the next Session. Some 2,000,000 
LN, people in England and Wales had not piped water supplies in 
ben | their houses or within easy reach. 


Vices ing against the proposal that there should be a National 
uae Boned Ba r. R. S. HUDSON said water cou:d not be d.vorced 
from housing, health, and drainage, which were the concern of 

a'gh, the Ministry of Health. 


On May 4 Mr. Willink introduced the Rural Water Supplies 


Sewerage Bill. 
te ——peaaaeie Patulin Clinical Trials 


VR Answering Colonel Lyons on May 4, Mr. ATTLEE said that, 



















flying | in view of the inconsistent results of preliminary trials of patulin 
Guy’s Tin the treatment of common colds, the Medical Research 
ed t0. | Council accepted an invitation to organize and control clinical 
eon | trials on a larger scale. These trials had been in progress during 
officer | the winter months in industrial establishments and in a small 
number of schools. Results were being analysed, and a state- 
ment might be possible soon. Patulin was not at present 
generally available. Unless there was definite evidence of its 
“BE, value, production on a large scale could not, under present 
ervice Ff conditions, be justified. 
ucated 
1900, National Health Service and Workmen’s Compensation 
be On May 3 Dr. MorGan asked whether the Minister of Health, 
snk of Jim planning for the new National Health Service, considered the 
i - advisability of taking steps for Workmen’s Compensation for 
wee health workers exposed to infectious diseases and ailments in 
a the course of and resulting from their occupation ; and whether 
‘i This Department. had submitted a request to the special Home 
ya Office Workmen’s Compensation Committee for the scheduling 
i of | °f pulmonary tuberculosis as an occupational health risk in 
, vo sanatoria and other institutions. Miss HORSBRUGH replied that 
ve the scheduling -of diseases under the Workmen’s Compensation 
whi Act was a matter for the Home-Secretary. The principle always 
veel ‘ollowed—and endorsed by Departmental Committees on the 
, award SUbject—was that diseases to be scheduled must be so specific 
war of 4° the particular employment that their cause by that employ- 
atches, pment could be established in individual cases. This could not 
F eons (2¢ applied to the ordinary infectious disease or tuberculosis. 
a Mr. Willink had made no recommendations: to the Home 
e wrote pccretary. She did not think that the National Health Service 
“ proposals affected the principle involved. 
sriology. 
is B.M.A. and the Ministry of Health 
diet Bf On May 11 Dr. Russeut THomas asked Mr. Willink if the 
inbridge Council or any executive body of the B.M.A. acted in a general 
in the @*2Y in an advisory capacity to his Ministry. 
ian Mr. WILLINK replied that his practice was to consult the 
satology B.M.A. on matters affecting the professional interests which it 
Malay, represented. Neither the Council nor any of its executive 
Head- bodies acted in an advisory capacity to his Department in the 
o to the pranner Dr. Russell. Thomas suggested. That was the province 
When at of his Medical Advisory Committee and of other special 
his kee advisory bodies constituted by him for the purpose. He also 


tei (Sted that no member of the B.M.A. was responsible for any 


phe the part of the White Paper, and that no members of his Medical 
yn player Advisory Committee were paid as such. 
any ball 


Serving Doctors’ Views on White Paper 


Mr. SHEPHARD inquired on May 11 what the Minister of 
ealth was doing to ensure that medical officers, either prisoners 
ve lost & pf war or serving in the Forces, were given full opportunity of 
Xpressing their opinions on the proposed new health services. 
gues will Mr. WILLINK replied that the B.M.A., with the co-operation 
bf the Service Departments, had sent copies of the White Paper 





—provided by his Department—to all doctors normally domi- 
ciled in this country who were serving in the Forces or were 
prisoners of war. The Association invited the opinion of these 
doctors on the proposals. Views received would be collated 
and the results made available in his discussions with the 
profession’s representatives. 


Nuffield Trust Surveys 


Asked on May 11 by Mr. MESSER what were the terms of 
reference of the Nuffield Trust Hospitals Survey Committee 
and if any limitation had been placed on the surveyors, 
Mr. WILLINK said the special committee of the Trust had been 
concerned with the position arising out of the Government's 
statement on hospital policy in October, 1941, and in particular 
with the arrangements for hospital surveys conducted by the 
Trust on his behalf.. The work of the surveyors was to survey 
the hospitals (other than mental hospitals and mental deficiency 
institutions) and to advise what modifications or developments 
of the existing facilities would be needed. to provide a 
co-ordinated hospital service. 


Leprosy in Tanganyika 


Mr. CREECH JONES inquired on May 10 what steps had been 
taken in Tanganyika as a result of the investigations of Dr. Muir 
into leprosy five years ago. Colonel STANLEY replied that after 
Dr. Muir’s visit in 1938 it was agreed between the East African 
territories that a leprosy specialist for East Africa should be 
appointed, but no appointment had as yet been made owing to 
war difficulties. A recent conference of directors of medical ser- 
vices raised the question again, and the Government of Tangan- 
yika expressed its willingness in the Legislative Council to 
appoint a whole-time specialist for Tanganyika if a suitable man 
could be obtained. That Government also decided, as a result of 
Dr. Muir’s visit, to set up two main leper settlements under 
Government operation. One of these had already been estab- 
lished in the Southern Highlands Province for 1,100 patients. 
It was intended to establish another in the region of the central 
railway line. The settlement at Chazi was established in 1941 
by lay workers paid by the British Empire Leprosy Relief Asso- 
ciation, with the assistance of the native authorities. The site 
was discovered to be malarious and too remote for effective 
medical supervision, and it was therefore regarded as unsuitable 
for development as a Government station, and a decision was 
taken to close it. In view of the delay in finding a suitable site 
for a permanent station this settlement at Chazi was being 
continued as a temporary measure. There were at present 14 
leper settlements or camps in the country maintained by 
Government or native authorities and 15 by missions. Com- 
pulsory segregation was not in force; the Governor reported 
that it would in any case be impracticable, and modern practice 
was generally not in favour of wholesale segregation, especially _ 
where considerable numbers of non-infectious cases might be 
involved. 


Removal of Smallpox Cases—On April 25 Mr. VIANT asked the 
Minister of Health the date or dates of the removal to Clandon of 
the patients or nurses at, or connected with, Mount Vernon Hospital 
found to be suffering from smallpox, and the dates of death of the 
two fatal cases. Mr. WILLINK: Oné case was removed to Clandon 
Isolation Hospital on March 1, four on March 2, one on March 3, 
two on March 12, one on March 13, and one on March 15. Of the 
cases taken to Clandon, the patient admitted on March 1 died on 
March 3, and one of the four patients admitted on March 2 died 
on March 6. 


Disposal of Infected Sputum—Replying on April 26 to Dr. 
Morgan, Mr. WILLINK said that attention to the sterilization and 
disposal of sputum was an elementary principle in the treatment 
of tuberculosis. In any inspection of tuberculosis institutions by his 
medical or nursing officers inquiry about it was made as a matter 
of course, and any necessary advice was given. His medical advisers 
were fully apprised of modern developments in this matter. He had 
recently arranged, through his Standing Advisory Committee on 
Tuberculosis, for a statistical inquiry into the incidence of tuber- 
culosis among sanatorium nurses. Dr. Moraan asserted that in some 
institutions with tuberculous patients round about the London area 
the sputum was sterilized by dry-heating the mugs containing the 
sputum in the kitchen of the institutions where patients’ meals were 
prepared and cooked. Mr. WILLINK said he was not aware of such 
circumstances, and such a practice was much to be deprecated. If 
Dr. Morgan gave particulars of any institution in which it had 
come to his notice, he would look into the matter. 


Notes in- Brief 


The Minister of Health announced recently that the proportion 
of insured persons who have not chosen panel doctors is at present 
about 6%, but probably most of these are recent entrants into 
insurance who will exercise their right of choice at some future 
time. The average proportion before the war was between 2 and 3%. 
No information is available as to the proportion of insured persons 
who choose a doctor but do not make use of his services. 
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no return available. 


No. 17 
INFECTIOUS DISEASES AND VITAL STATISTICS 


We print below a summary of Infectious Diseases and Vital 
Statistics in the British Isles during the week ended April 29. 
Figures of Principal Notifiable Diseases for the week and those for the corre- 
sponding week last year, for: (a) England and Wales (London included). (b) 
London (administrative county). (c) Scotland. (d) Eire. (e) Northern Ireland. 
Figures of Births and Deaths, and of Deaths recorded under each infectious disease, 
are for: (a) The 126 great towns in England and Wales (including London). 
(b) London (administrative county). (c) The 16 principal towns in Scotland. (d) 
The 13 principal towns in Eire. (e) The 10 principal towns in Northern Ireland. 


A dash — denotes no cases; a blank space denotes disease not notifiable or 







































































































































































| 1944 1943 (Corresponding Week) 
Disease | 
@ | © |@\O] @ |®%| © 1@)\ & 
Cerebrospinal fever 71; 14/32) 3) «af 86] 3} 22) 5, 5 
Deaths fas — = 4 
Diphtheria 628; 29) 163| 91) 29] 667] 42] 186] 98| 23 
Deaths sj}—| 5 3} H- 13} 2 oy oa. 
Dysentery 218, 37) 79}—|—] 135] 11] 65; —| — 
Deaths | —j- a) 
Encephalitis lethargica, | | 
acute = vi 33 — | — ‘eat one i om pene fees 
Deaths — 1 
Erysipelas ; | 42 4 4 46, 9| 2 
Deaths | — | | — | 
Infective enteritis or 
diarrhoea under 2 | | | 
years ee 5s | | i @ 34) 
Deaths | 49 12) 8| 10 4 72| 14 4 15) 1 
Measles 2,055| 207, 559| 214, 19]13,104| 770, 340| 7 38 
Deaths 2—| — | 8 — - 2 oe] 
Ophthalmia neonatorum} 80) 5; 17/—|—| 72| 8| 22) 2) — 
Deaths = i 
Paratyphoid fever 4} — | 2(B)| — |1() "oe eee ey ee 
aths —{i— _— | —|— fp] — | — Ff — 
Pneumonia, influenzal* | 711: 49 11) 10| 6 906 37 8 Si 6 
Deaths (from infiu- | 
enza) a — 5s; — | — 23) 5; 1) — 
Pneumonia, primary .. { 205) 30 224! 9 
_ oer 31, 16) 17 41 | 14) 14 
Polio-encephalitis, acute . ahi names 3] — _ 
ths a = cm | 
Poliomyelitis, acute 9 — 1 1; — i} — 1 4 1 
aths re —_— a eo 
| 
Puerperal fever fa fee — 3) 21 Fists 
Deaths . | | | 
Puerperal pyrexiat 164, 10; 27) 1) — mn 4 mh a 
Deaths i. — 1 | 
Relapsing fever — |—|]| —a = — 
Deaths oe j | | 
Scarlet fever 1,764 120) 213; 24 66) 1,683) 164) 221) 39; 40 
Deaths 2) —|—|j-|—- 3} — |} — | —J — 
Smallpox = —j-!—- — j—}| —jJ—-|— 
Deaths aS —|— fm 
Typhoid fever .. f—|; 2 6 7 a6 2 a 2 1 
Deaths... es ee ee ed 4 w—|—|— 
Typhus fever .. — |}— } — ed ey ees ed cd 
aths | —j-— | —|i— 
Whooping-cough 2,397 223 241) 70; 27] 1,640) 115! 145) 11) 18 
Deaths = 16 5 6 er 15} — 1 2 1 
Deaths (G1 year) 367; 57; 61) 39) 37) 368) 45) 71] Si; 22 
Infant mortality rate 
(per 1,000 live births) | 
Deaths (excluding still- = 
births) = a 4,314) 640; 565} 211) 149] 4,341) 649, 602) 213) 126 
Annual death rate (per | 
1,000 persons living) | | 13-0} 13-8) ¢ 13-6) 14-0) + 
r= eee 
Live births — .. 17,798! 927| 1,018; 638) 310] 6,670] 764| 1,095) 380) 272 
Annual rate per 1,000 
persons living | 20-7} — | ¢ 22:4) 25-0} +t 
Stillbirths ..  ..| 250 23) 38) 228] 24) 38 
Rate per 1,000 total | | | 
births (includin | | | 
stillborn) .. ae | | * 36) 34) 





*Includes primary form for England and Wales, London (administrative 
county), and Northern Ireland. 
+ Includes puerperal fever for England and Wales and Eire. 
t Owing to evacuation schemes and other movements of population, birth and 
death rates fer Northern Ireland are no longer available. 


EPIDEMIOLOGICAL NOTES 
Discussion of Table 


In England and Wales there was a very large fall of 729 ; 
notifications of measles. Compared with last week 118 fe 
cases of pneumonia were recorded, but 157 more of scarlet few 
76 more of whooping-cough, and 14 more of dysentery — 
The lowered incidence of measles was general through 
the country, but was specially marked in Lancashire, Kent Lint 
don, and Middlesex, which reported respectively 161 88 _ 
and 67 fewer cases than last week. » 89, 76, 
In Yorks West Riding there were 53 more notification 
scarlet fever than last week. The fall in notifications of hd 
pneumonia continued to be greatest in the south; the renee 
for this disease in the.combined south-eastern and south-westers 
counties have fallen by over 50% during the past three Week 
Yorks West Riding, with a rise of 25 cases, supplied the 9 i 
large variation in the incidence of diphtheria. my 
Notifications of dysentery in the outbreak in Derbyshin 
Heanor U.D., rose from 12 to 30. The other large returns-were 
those of London 37, Lancashire 23, Surrey 19, Hertfordshire it 
In Scotland the only rises in incidence were of scarlet fever 
and of whooping-cough, respectively 24 and 63 more ra 
than last week. The increase in scarlet fever was fairly general 
while that for whooping-cough occurred mainly in Glasgow, 
where the notifications rose from 95 to 165. In Glasgow there 
was also a big drop of 73 in the measles notifications, The 
total notifications for dysentery fell by 16, but the incidence 
remains at a high level: the largest returns were Edinburgh 2 
Glasgow 14, Renfrew County 17. é 
In Eire the total notifications of diphtheria and measles fel 
by _ and 49 respectively, while those for whooping-cough rose 
Y 25. 
Diphtheria in Scotland 
According to the Secretary of State for Scotland 756 cases 
of diphtheria, of which 5 were fatal, occurred, during the second 
half of 1943 in immunized children up to 15 years of age, and 
69 cases with no deaths in immunized persons over that age, 
The position as regards non-immunized persons was: 

















| 
| Cases | Deaths 
Children up to 15 eo tae toes 1,599 85 
Persons over 15 ee 2 ee 922 15 








_ The numbers of immunizations against diphtheria recorded 
in Scotland during the years 1941 to 1943 are: 











| Under 5 | 5 to 15 Total 
1941 cel 153,913 | 464,792 618,705 
1942 a 57,690 | 71,892 129,582 
1943 ne 29/826 | 16,060 45,886 
1 | 





Mr. Johnston furnished the following figures on May 4: 








1942 1943 
Deaths from smallpox in Scotland .. 25 | Nil 
re »s  post-vaccinal encephalitis 13 | 1 
oc ,. Other effects of vaccination .. a 5 2 
e 





Smallpox in Naples 

Forty-eight cases of a mild type of smallpox were reported 
in Naples during the three weeks before May 7. No deaths 
have been reported. There were also 5 cases of smallpox in 
Taranto, where 2 deaths have occurred. 


Week Ending May 6 
The notifications of infectious diseases in England and Wale 
during the week included: scarlet fever 1,646, whooping-coug 
2,432, diphtheria 548, measles 2,035, acute pneumonia | 
cerebrospinal fever 72, dysentery 259, paratyphoid 4, typhoid: 


* Air-borne Infections ” 

Air travel has made it necessary to consider new safeguaf 
against the incursion into this country_of major epidem 
diseases, such as smallpox or typhus, since it is now po 
for a person contracting such a disease abroad to arrive he 
by air and proceed to his destination before expiry of 
incubation period and before the manifestation of symptom 
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No such case has yet come to notice, but the Ministry of Heal 
has adopted precautionary measures. In future a person artiv! 
by air in this country will be given a card containing a wari 
notice that if he falls ill during the 21 days after arrival} 
should immediately consult a doctor and hand the card to hit 
This card asks the doctor at once to inform the approp 










to inte 
normal 
contain 
of cur 
Bulletiy 
librarie: 
shou'd 





fewer 
fever, 


ughout 
88, 16, 


Ons of 
f acute 
returns 
vestern 
weeks, 
only 


shire, 
1S Were 
lire 11, 
t fever 
> Cases 
eneral, 
asgow, 
N there 


idence 
rgh 26, 


les fell 
ch rose 








reported 
» deaths 
pox in 


d Wale 
g-coug 
nia 68 
phoid: 


feguari 
epidem 
possi 
‘ive he 
, of t 








if Heal 
arrivi 
warnik 
rival: B 
1 to hit 
propria 







May 20, 1944 


MEDICAL NEWS 


BRITISH 
MEDICAL JOURNAL 


707 














Medical Officer of Health if any acute notifiable disease is found 
spected. 

Certain particulars are entered on the card before it is handed 

to the passenger, which in conjunction with other measures will 

make it possible to bring contacts who were fellow passengers 

on the same aircraft under medical surveillance if the case 

notified is one of smallpox, typhus, plague, or cholera. 


 Riedieat News 
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At a meeting of the Medical Society for the Study of Venereal 
Diseases to be held at 11, Chandos Street, Cavendish Square, W., 
to-day (Saturday, May 20), at 2.30 p.m. Prof. A. Fleming will 
give an address on penicillin. — 

The annual general meeting of the Socialist Medical Association 
will be he'd at the Large Conway Hall, Red Lion Square, W.C., on 
Sunday, May 21, at 11 a.m. The morning session will be for 
members only, but the afternoon session, from 2.30 p.m. to 5 p.m., 
when there will be a discussion on the White Paper, will be open 
to all. 

The Food Education Society announces that on Monday, May 22, 
at 3 p.m., in the London School of Hygiene and Tropical Medicine, 
Keppel Street, W.C., Mr. Vernon Charley, Ph.D., will give a public 
lecture on “The Contribution of Fruit and Vegetable Juices to 
Health in War and Peace.” 

At a meeting of the Eugenics Society on Tuesday, May 23, at 
5 o’clock, in the Rooms of the Royal Society, Burlington House, 
Piccadilly, W., Dr. Margaret Hadley Jackson will speak on a medical 
service for the treatment of involuntary sterility. All interested in 
the subjects are invited to attend. 

At a lunch discussion at the Housing Centre, 13, Suffolk Street, 
Haymarket, S.W., on Tuesday, May 23, at 1.15 p.m., Alderman W. 
Hyde, trustee of the Nuffield Provincial Hospital Trust, will speak 
on health services and town planning. 

The 45th annual meeting of supporters of the Lebanon Hospital 
for Mental Diseases (Asfuriyeh, near Beirut) will be held on Thurs- 
day, May 25, at 5 o’clock, in the Hastings Hall of B.M.A. House, 
Tavistock Square, W.C. ° 

At the next meeting of the Medico-Legal Society to be held at 
Manson House, 26, Portland Place, W., on Thursday, May 25, at 
5.30 p.m. Dr. Robert Forbes will read a paper on ‘‘ The Medico- 
Legal Aspects of Artificial Insemination.”” Members may introduce 
guests ; tea at 5 o’clock. 

The new British Council medical film, Accident Service, will be 
shown at the Curzon Cinema, London, W.1, at 5 to 6.30 p.m. on 
Friday, May 26, and will be introduced by Sir Alfred Webb-Johnson. 
A limited number of tickets are available and may be obtained by 
application to the Medical Department, the British Council, 3, 
Hanover Street, London, W.1. The film is concerned principally 
with the miners’ rehabilitation centre at Berry Hill Hall, and has 
been made with the closest collaboration of Mr. E. A. Nicoll, the 
director of the centre. Accident Service will be preceded by a film 
called Cambridge. 

A refresher course in tuberculosis for tuberculosis officers and 
medical practitioners will be held on June 13, 14, and 15, at Girton 
College, Cambridge, and Papworth Village Settlement. After open- 
ing remarks by Sir Walter Langdon-Brown, the following lectures 
will be given in the mornings at Girton College: ‘ Differerttial 
Diagnosis of Pulmonary Tuberculosis,” Group Capt. R. R. Trail; 
“Some Medical Problems in the Administration of Tuberculosis 
Schemes,”” Dr. Norman F. Smith; “‘ Diagnosis by X Rays,”’ Dr. Peter 
Kerley ; “ Rehabilitation and Local Authority Schemes,” Dr. F. R. G. 
Heaf; “ Non-pulmonary Tuberculosis,” Prof. J. Paterson Ross: 
“ Collapse Therapy,” Mr. J. B. Hunter. Demonstrations will be given 
each afternoon at Papworth. The fee for the course is £2 2s. As 
accommodation is strictly limited, applications should be made as 
soon as possible to Dr. Harley Williams, Tavistock House North, 
Tavistock Square, London, W.C.1. 

The British Council has been permitted to print a small edition 
of British Medical Bulletin for sale in the United Kingdom. It is 
estimated that the current (1944) volume will contain about 280 
foolscap pages, plus an index. It will appear in not more than 12 
parts. As no advertising matter is accepted, the cost of the Bulletin 
is relatively high. The subscription for the who!e volume is 21s., 
and 14s. for the volume less those parts (1-4 inclusive) which have 
already been published. Single parts may be purchased at prices 
based approximately on 2s. for a 24-page issue. The British Council 
Points out that the primary purpose of British Medical Bulletin is 
to interpret British medicine to the oversea reader who would not 
normally consult the medical journals published in this country. It 
contains reviews, abstracts, book notes, and a list of the contents 
of current British medical and cognate journals. Copies of the 
Bulletin are already available for consultation in most medical 
libraries. Application for annual subscriptions or for single parts 
shou!d be addressed to B.M.B., 3, Hanover Street, London, W.1. 


Letters, Notes, and Answers 








All communications with regard to editoria] business should be addressed to THE 
EDITOR. British MEDICAL JouRNaL. B.M.A. HOUSE, TAVISTOCK SQuare, 
Lonpon, W.C.1. ‘TELEPHONE: EUSTON 2111. TELEGRAMS: Aitiology 
Westcent, London. ORIGINAL ARTICLES AND LETTERS forwarded for 
publication are understood to be cffered to the British Medical Journal alone 
unless the contrary be stated. 

Authors desiring REPRINTS should communicate with the Publishing 
Manager, B.M.A. House, Tavistock Square, W.C.1, on receipt of proofs. 
Authors over-seas should indicate on MSS. if reprints are required, as proofs 
are not sent abroad. , 

ADVERTISEMENTS should be addressed to the Advertisement Manager, 
B.M.A. House, Tavistock Square, London, W.C.1 (hours 9 a.m. to 5 p.m.). 
TELEPHONE: EUSTON 2111. TELEGRAMS: Articulate Westcent, London. 


MEMBERS’ SUBSCRIPTIONS should be sent to the SECRETARY of the 
Association. TELEPHONE: EUSTON 2111. TELEGRAMS: Medisecra Westcent, 
London. 

B.M.A. ScoTTisH OFFICE: 7, Drumsheugh Gardens, Edinburgh 


ANY QUESTIONS ? 


Vesiculation after Vaccination 
Q.—If a vaccination with calf lymph does not result in vesicula- 
tion, but merely in slight erythema, can one assume that the person 
will be immune from smallpox ? 


A.—After vaccination three kinds of lesion may _ occur: 
(1) typical vaccinia, where vesiculation begins about the fourth or 
fifth day, is accompanied by considerable local reaction, and pro- 
gresses to scabbing about the 10th day; (2) an accelerated, or 
vaccinoid, lesion, where some immunity exists, and the reaction 
(papules and vesicles) reaches its height in three to five days; and 
(3) an evanescent lesion occurring within twelve to seventy-two 
hours, known as the reaction of immunity and characterized by 
local erythema or a few papules, but without vesiculation. This 
last is presumably the type of reaction described by the questioner, 
and it indicates a high degree of resistance to smallpox. To make 
sure, however, that this slight lesion is not merely a reaction to 
local trauma from the scarification, vaccination should be repeated, 
particularly if the patient is an infant being vaccinated for the first 
time. In a_ susceptible person vesiculation must occur before 
vaccination can be regarded as successful. Thus Henderson and 
McClean (J. Hyg., 1939, 39, 680), who inoculated volunteers intra- 
dermally and subcutaneously with a specially purified vaccine lymph, 
found that immunity to subsequent vaccination by scarification was 
obtained only if there were vesicles at the site of the primary 
inoculation. Vaccinia virus seems to multiply specifically in the 
skin, and an epidermal lesion is essential for successful vaccination. 


Otitis Externa 
Q.—Would you briefly outline the causes and treatment of otitis 
externa ? 


A.—Common types of external otitis are: (1) Furunculosis. 
Treated by insertion of wick soaked in glycerin and mag. sulph. 
paste changed daily; and hot fomentations or other heat. Incision 
avoided if possible. (2) Erysipelas and cellulitis of meatus. Reduce 
swelling by packs of 2% aluminium acetate so‘ution. Later paint 
in 1% aqueous sol. gentian violet. (3) Impetigo. Paint or drop in 
1% aqueous sol. gentian violet after cleaning. (4) Eczema. Clean, 
and then paint in a zinc preparation—e.g., linimentum calaminae, to 
which may be added a coal-tar preparation for pruritus, as desired. 
(5) Seborrhoeic dermatitis. Often associated with similar condition 
of scalp, which must be treated locally—e.g., lin. calaminae, with 
occasionally an ointment containing 1% acid salicyl. 


Cousin Marriage 
Q.—I have been consulted by a man who wishes to marry his first 
cousin, the daughter of his mother’s brother. He is anxious to know 
if this degree of consanguinity would have any adverse effect upon 
the possible family. Would they be peculiarly liable to any defects, 
mental or physical, or to any disease in particular? So far as 1 
know both parties are healthy. 


A.—Marriage between blood-relatives differs from any other 
marriage only because the partners tend to carry more of the same 
hereditary factors than do unre'ated people. There is no doubt that 
in the human species there exist many undesirable recessive genes. 
Individually they are rare, however. Thus, should one partner carry 
such a gene, the chance that an unrelated person will carry the very 
same gene is very small. Only when both do so can the defect 
appear in the offspring. But if the person bearing the gene marries 
a first cousin, the chance is one in eight that that person will carry 
it also. The possibility that an undesirable recessive trait may 
appear in,the offspring is one of the inescapable risks inherent in 
any marriage. It is certainly much increased in a consanguineous 
marriage. Full knowledge is not yet available, but the indications 
seem to be that harmful recessive genes are not numerous enough 
to make that risk, though increased, more than a small one 
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absolutely: It does not appear to be the sort of risk that ought to 
deter the informed person, and it would be a bold physician who 
would advise against a cousin marriage simply because it was a cousin 
marriage. One important point might be stressed. If the cousins 
do marry, and if they should prove unlucky, they will be left in 
no doubt. Provided, as will be true in the great majority of instarices, 
that no recessive defect appears, they should not b'ame their blood- 
relationship for any of the ordinary disappointments, physical or 
mental, which may attend the development of their children. 

Of course, should the joint family history reveal the occurrence 
of defects possibly due to recessive genes, a more detailed investiga- 
tion of the particular case would be necessary. 


Pilonidal Sinus 


Q.—What is the prognosis of an untreated pilonidal sinus? What 
are the chances of complete cure in radical operation? Is there any 
palliative treatment short of complete excision? Why is pilonidal 
sinus so rarely mentioned in the JourNAL? Is it so rare in 
England? I have seen quite a number of cases here (in Malta). 


A.—A pilonidal sinus is unlikely to heal spontaneously, the 
common story being of repeated inflammatory attacks. Palliative 
treatment can consist only in the antiphlogistic measures adopted 
during the attacks of inflammation. Unfortunately it is impossible 
to guarantee cure even after a radical operation, though it is true 
that the more thoroughly the operation is performed the less the 
likelihood of any recurrence. The track is often difficult to follow, 
even with the help of dyes, and in many instances the coccyx has 
to be partially excised to ensure its complete eradication. Pilonidal 
sinus is quite common in this country; there have been some articles 
published on the subject, though it is true that they have not been in 
proportion to the frequency of the condition. It is one of those 
backwaters of surgery which attract few explorers. 


Diagnosis of Night Blindness 


Q.—A policeman, promoted sergeant, had to revert to constable 
shortly after promotion because of alleged night blindness; and very 
soon afterwards he had to leave the service for the same reason. 
He is a strong, healthy man with a good appetite, and his diet has 
always included more than adequate vitamins A and D. There was 
no complaint of night blindness when he had to do night duty as a 
constable. There appears to have been no attempt at treatment, and 
I cannot convince myself that he is, in fact, night blind. There are 
no apparent changes in cornea, lens, media, or retina, and an oculist 
to whom he was sent replies, “I have no means of ascertaining his 
adaptation for dark vision.” What are likely to be the causes—other 
than psychological—of sudden onset of nyctalopia, and how can its 
existence be proved or disproved (especially in a possible malingerer) ? 


A.—Night blindness is a very difficult condition to assess. The 
scientific methods of estimating night vision are too complicated for 
general use. Those of less complexity tend to suffer from a lack of 
exactitude which would render them suspect in a court of law. The 
difficulty in the case of suspected malingering is that, when special 
apparatus is used, the patient realizes the nature of the test, and 
one’s judgment is largely dependent on the answers given. The 
following technique, requiring the minimum of divergence from the 
normal routine of eye testing, may be of some help. Refract the 
patient in a completely dark room using as dim a light as possible 
or placing the refraction lamp as far from the mirror as feasible. 
Prolong the examination short of arousing the patient’s suspicions 
so that his eyes shall become as dark-adapted as possible. While 
the room is still darkened, put on the trial frame if not already in 
position and slip in the appropriate lenses. It is suggested that “‘ fog- 
ging” should be used—i.e., too strong a plus lens or too weak a 
minus lens—together with a really dark glass or Crooks B2 and B 
together. At the same time the patient should be told that the 
usual illumination is being used on the test type, which is only 
switched on after the dark glass had been placed in position. 
Assuming that the examiner’s night vision is good, a comparative 
estimate of the patient’s night vision can be obtained. 

The cases of true night blindness where there may be difficulty 
are practically confined to retinitis pigmentosa sine pigmento and 
congenital nyctalopia. In the former there is absence of any pig- 
ment, but the usual progressive attenuation of the retinal vessels and 
increasing optic atrophy and blindness. In the latter there are no 
observable changes in the fundus and no progression to blindness. 

It has been shown that unless there is gross lack of vitamins A 
and D treatment with them is of little avail. 


Treatment of Parkinsonism 

Q.—I have heard that a Continental treatment for Parkinsonism 
is to draw off 10 c.cm. of blood from the patient, wait till R.B.C.s 
have settled, and then inject the serum intramuscularly. I can find 
no literature about this treatment. Is there anything in it? 

A.—No, there is not. A host of treatments have been tried, since 
the condition is so common, chronic, and disabling; and _ besides 
auto-serum therapy, vaccines, non-specific protein therapy, and 


fixation abscesses have been tried. A full account of the literature 
will be found in the first three reports of the Matheson Commission 
for Encephalitis Research (New York 1929, 1932, and 1939), 


Paraldehyde Intravenously 
‘Q.—We are informed that paraldehyde given by intravenous injec- 
tion is an effective hypnotic in cases of delirium not responding to 
morphine, hyoscine, etc. Can you confirm this and describe the 
mode of administration ? 


A.—Paraldehyde may be given intravenously and thus induces 
sleep very rapidly. The usual dose is 4 c.cm. as a 10% solution in 
saline. The effect usually passes off in two to three hours. The 
injection may be repeated. 


Rosacea associated with Seborrhoea 


Q.—What is the most up-to-date treatment for rosacea in.a woman 
who for many years has suffered from seborrhoeic dermatitis of the 
scalp also? Is there any connexion between the two ailments? 
State of digestion and condition of bowels and kidneys are normal. 


A.—Rosacea occurs in seborrhoeic subjects and is therefore usually 
associated with seborrhoea of the scalp. A 2% sulphur and salicylic 
acid ointment attacks the seborrhoeic basis and improves the facial 
eruption. Small doses of x rays given by an expert are beneficial, 
Condiments, hot drinks, tea, and coffee should be excluded o; 
reduced. The psychological factor influencing the flush reaction 
should not be forgotten. 


Dacryocystitis and Sulphonamides 


Q.—In the Journat of March 11 I find an article on the use of 
the sulphonamides in ophthalmia neonatorum (p. 353). I think ] 
read somewhere that they can be used in cases of dacryocystitis. If 
so, can you tell me the dosage internally, and whether there is any- 
thing against their use in this condition ? 


A.—The sulphonamides are of no value in the treatment of the 
chronically inflamed mucosa and of the mechanical obstruction in 
chronic dacryocystitis. In acute dacryocystitis there is generally 
pus formation, and this requires incision and packing. The sulphon- 
amides are useful as an immediate post-operative measure in these 
cases in helping to clear up the residual infection. The initial dose 
for adults is 2 g., and a maintenance dose of 1 g. 4-hourly for two 
to three days. Sulphanilamide powder might with advantage be 
introduced whilst packing the wound. 


LETTERS, NOTES, ETC. 


Fluorine in the Diet 


Major G. C. PerHer, R.A.M.C., writes: Some years ago, while 
on holiday in Derbyshire, I visited some quarries in the millstone- 
grit area east of the Derwent. In many of these grindstones were 
made, and I understood that these were used both for metals and 
for grain. But inquiry at a local flour mill showed that no local 
stone had ever been used there, though in the past imported French 
burr stones had been used, these now being replaced by steel rollers. 
I believe the French stone contains fluorine, and a calculation was 
made to correlate the rate of wear of the stone with the quantity 
of flour produced. I have forgotten the figures, but evidently flour 
thus produced will contain a quantity of finely divided stone which 
is possibly absorbed. This source of fluorine has almost dis- 
appeared from our diet because most flour is ground by steel rollers 
now. I understand that mineral deficiencies in plants may often be 
discovered from examination of their foliage. If fluorine deficiency 
can be detected in this way then foodstuffs which have too little 
fluorine could be improved by suitable fertilizers. Dental surgeons 
will no doubt study the diseases of bone attributed to fluorine 
deficiency or excess. 

First-aid Textbooks 

Mr. F. E. Evans (Northolt) writes: As a “ first-aider ” of many 
years’ experience may I be permitted to add a few words to the 
correspondence on first aid as taught in the textbooks of St. Jo 
B.R.C., St. Andrew’s, étc. It is well known among all experi 
non-medical instructors of first aid that these textbooks are mere 
methods of instruction. The novice is instructed by these orthodo! 
methods only as means of gaining an end—i.e., as a form of dril 
to enable him to become efficient and to use his own initiative con 
trolled by existing circumstances when and where a casualty sho MK 
occur. After all, it does not need much imagination to be able t@ 
substitute, say, a rifle for a long Liston’s splint in a fracture 
wound of the thigh, or use a bayonet scabbard when a forearm! 
injured. It is essential that a form of drill should be used to gal 
that trained mind which will enable a “ first-aider ” of only smi 
experience to improvise by whatever means he has to hand, a 
these textbooks are undoubted!y the best material we have at preset 
on account of their more or less uniformity. I do agree, howevel 
that some of the chapters, particularly that on burns, could } 
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